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PREFACE / 



11ie;Fogarty International Center was established in 1968 as a memorial to the 
late (^gressman John E. Fog^^ frcwn Rhode Island. Jt had been Mr. Fogarty's 
desire to create within ^e National Institutes of ^ Health a center for research in 
biology and m^icine dedicated to international cooperation and collaboration in 
the mtcrest of the heal A of maiikin : 

The Fogarty International Center is a unique resource within the. Federal cstab- 
lishmenl^^providing a base jor cxi>ansion of America's health research and health 
xaxe to I^da ab^oa^ bringing the talents and resources of o^er nations.to 

^ bear^uponUhe many and variedjiealth-probiems of the United States. 

As iaa institution' f study,v die Togarty .foteniationa^ has 

embraced -the/ major themes of medical education, envifonmental^heaith 
factors iiifluencihg. health and diseas^, geographic he^Qth problenis, international^ 
health research suid education^ and preventive niedicin'e. Our cpnmutment to the 
study of preventive aspects of human disease is expressed in the forthcoming 
Fogarty Biterhational Center Series oh Preveridve Mcdicme. ' < 

Imprpyement in the health status of the American people will depend, in ^eat 
measure^ on the design and application of progranas which {dace majol: emphasis on 
the preventive: aspects of hupian disease; Although health authorities generally 



agi^CAwith^his th^ there is needjor jaore precise definition of effective metiic^s 
and programs of prevention, fin^cial respui^s required to implement these 
program/^ and priorities to be assigned to research in preventive methodology. The 
neecl to^semble expertise in this field to elucidate mechanisms whereby the full 
impact of preventive medicine may be brougHt to^ear on the solution of Ameoca-s 
' major health problems has been expressed re]E>ea'todly in publijp statement' by 
leaders throughout the healjlj field. " « • 

/ Inresponsejo^this need^ the Fogarty International Center initiated a series of 
/comprehensive studies^of^pxe^ventive medicine in order.to review and evaluate* the 
/state of the art of prevention anHl^troLd[hum£in diseases, to identify deficiencies 
; in knowledge requiring further research, includrng^analysis of financial resources, 
' preventive techniques, and manpower, and to recognize^roblems in application 
, * of preventive metiiods and suggest corrective action. ^ ^""^^ ^---^ 
This'mono^aph, Toward an Educated Health Consumer, is one in the FogarQ^ 
International Center series on the Teaching of Preventive ^edicinp. It deals widi 
health education and the current aQd potential effects of tnass communii^atiojoi on 
- . the quality of medical care. Tlie growtii of the consumer movement is discussed 
along with the technological advancements which have occurred in the communi- 
cations' field and tiie interplay betwi:en the two (that is, consumerism and mass- 
media) as they affect the adoption of preventive measures fbr maintenance of 
lifetime well-being. As the need for individuals to take, greater responsibility for 
their own health is increasingly recognized^, providerHX)hsumer commiimcation and 
'^cooperation-become^eier more- important. It is hoped that this monograpn \^ll-be 
influential not only in producing^ucaTed^health-coilsumers, but in promoting an 
alliance between consumer interest groups and health professlonSkln^Uic^attain-^ 
.naent of their mutual goal: high-quality medical care for everyone.^ * ' 
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INTRODUCTION 



As wc enter the third quarter of the 20th. century, a numl^er of factors have 
come together that make Unnecessary for us to take a ne>y look at the- way we 
-hahdlc consymer health education in the United iStates. These factors arc: the 
increasing prevalence of chronic disease and the need for individuals to lake 
more responsibility for their own health; the searchior effective mcAods to assess 
and assure^thc quality of hcidth care; technological, advances in mass ccwununica- 
tion; and, of course, the growth of the consumeMn6vement:itseIf. This monograph 
dp« not attempt to deal exhaustively with these sjjbjcct areas, but rather locuscs 
on health cduca^ thC-Wayr,it-:influe2ces«and^iS'^ii^uenc<^^^ 
fouri factors.- For example, a. special effort has'becn made to defin 
role of communication both: in the genesis *pf consumerism and in 'the recent 
eniphasis on the use of outcome measures in Ue^cysJuation of medic^ care quality. 

Lhave also tried to. pomt out ways in winch mass conmumcaU^ can and 
cannot be used jn the service of health education. I have treated health education 
as a general subject area and have avoided occupational breakdowns and role 
assignments,- Seine of my suggestions may be surprising, perhaps even con^or 
versiaT.. If so; this is to be welcomed, becaise controversy can lead to further 
clarification of the goals we should be setting in the area of consumer health 
education. ^ « 

The need for an educated health consumer has grown considerably during the 
past 75 years. For example, 19th century public health authorities had to do 
little more than infoim the public of sanitation measured taken in their behalf. The 
development of techniques for immunizing people against infectious diseases added 
another dimension. It became necessary. not only to inform the public, but also to 
exhort them to take advantage ;of the, measures: offered. With the emergence of 
chronic .disease as a major health problem, however, the situation has changed 
dramatically. There are no simple techniques for thc,prevcntion or cure of.chroiiic 
diseases, which require long-term medical management and a high degree of 
patient cooperation. Such prevention ^techniques as do exist for. chronic illness do 
hot lend themselves to the information "and simple behavior models of the past 
because 1hey require the individual to convert habits and lifestyles that increase his 
susceptibility to disease into habits and lifestyles that promote health. This is a 
diflficult process that takes years to effect and then requires the individual to 
maintain his new behavior for life. 

The development of what we have called a chronic disease model in consumer 
.health education is complicated further by the fact that we must deal to a large 
extent with people who are not patients. If our efforts are to succeed, a number of 
challenges must be met. First, we must persuade people that health maintenance is 
a realistic and achievable goal. Second, we mu^t persuade people to regard health 
mamtenance as a personal obligation rather than as the responsibility of the health 
care system. Third, vve must make it easy for people to adopt beneficial behaviors; . 
for example, if we -want people to exercise, facilities for exercise mxist be 
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^v^able. Fourth, we must.help people avojd .such socially approved but harmful 
behaviors as smoking, excei^ive use of alcohol^ and overeating. 

Meeting, these challenges will require* a coordinated effort of a type not yet 
demonstrated in health educadbn. It will also require particulcir attention to low- 
; income people whose aggregate health behavior is the least satisfactoiy,. whose- 
attitudes toward, medicine^ arc the most n^^a'tive, whose knowledge of iealth is the' 
least well developed, and whose health st^s leaves the most room for improvements 
Kve hundred years ago, GutepbcrgOnvented movable type, and 150 years' ago. 
the telegraph ushered in the era^'oLclectronic communication. These two develop- 
~ ments produced a still-accelei^ating expansion of information and knowledge and 
Jed tq the development of .occupational specialism b all areas of human activity, 
including medicine. As specialties generate additional knowledge, stiU more ipe- 
cialties emerge; consumer health education is. one of the more recent. 
/ The growth of ^pecialisih, preceded a related development—the-cmergence of 
electipnic mass communications, particularly television. While^miich cbncetn has 
been expressed* over the ^program content of television, its greater sijjnificahce lies 
perhaps in its technical capacity to disseminate information, television has made, 
possible for thei first time the creation of a general .data base shared by, all segments 
of the society,' including lbw«income people whose primary sources of information 
rarely include print media. One important effect of the creation of this general 
data base is that it has reduced^the geperal information gap between society as 
a whole and the specialists, who* have tended to focus on ever narrower specialties 
with the result that the specialist often knov/s a great deal about a small area 
and relatively little about the general field to which his specialty belongs, tele- 
vision can also serve to spark a viewer's interest in a particular subject and 
inspire him to seek additional , information from newspapers, magazines, or other 
publications specializing in 'the subject. 

As people learn more about a particular subject, they tend to coalesce into 
what we have called a community of interest. The community pf interest develops 
information by following the specialty or specialties which subsume the subject. 
The juxtaposition of specialism and community of interest produces consumerism, 
perhaps the most powerful force 4n our^ society today. Essentially, consumerism 
^ is a device to close the infoimation gap between4he specialty and its community 
of interest. Consumerism, specialism, and communities of interest all generate 
information which is homogenized, simplified, and disseminated by television. 

Television has a bad reputation among those interested in health education 
primarily because of the close ties of television to the advertising industry. Too 
often, deceptive claims and misleading information exert a negative influence on 
health consumers and health providers alike. Aside from the valuable— but 
limited— public service advertising, use of riiass communication techniques m 
consumer health education has been difficult in the past because of the enormous 
funding levels required. However, an examination of television advertising reveals 
much that is relevant to consumer health education, notably the fact that adver^ 
tisers invest large sums to gain very small-increases, usually on the order of 1 or 

2 percent. \ 

* - ^ ^ ■■• — - (. > 

Health education efforts using television rarely seem to meet the extraordinarily 
high expectations of health professionals, yet most do far better cthan even the 
most heavily backed advertising campaign. For example, a .television-based health 
education program aimed ^afan elderiy population in New York City successfully 




4 



^ ' Introduction/:^! 



induced 8 percent of its target population to participate in screening programs and 
followups. It is proposed that health providers who use television should, \to be 
more realistic, limit their expectations. The 4-year antismoking campaign, which 
relied primarily on television, and the less well defined but .continuous effortxto 
educate people to the dangers of cholesterol and saturated fats are cases in point. 

Because i-^formation presented on television cannot be rettieved, frequent brief' 
messages have more impact than 30- or 6p-ininute programs. Frequent repetition 
is also necessary because television cannot be directed with great precision at a 
T>articular audience. 

Since the availability of public service time is limited and the' costs involved in 
normal television advertising are high, one effective way for health providers to 
use televEiori might be to lend their prestige in return for the development of 
products that are either beneficial to health or at least less harmful than those 
presently in use. This might be achieved through the use or product endorsement 
by medical specialty societies. Such endorsement would, of course, be conferred 
on the product only after exhaustive review of its beneficial claims and careful 
consideration of any potentially negative effects on health. While this approach 
may. seem unusual to many health workers, it merits careful consideration since 
.use of television is the only way, short of face-to-face contact, to reach, all segments 
of the population, including the poor who are, perhaps, most susceptible to the 
negative effects of false advertising. Those who would educate the public in matters 
of health must educate themselves in the use of mass communication techniques. 
Particiilar attention must be paid to evaluating health education materials forma- 
tively as well as summationally. / 

As chronic diseases have achieved primacy in the catalog of human ills, they 
have led to ever-rising costs without yielding a proportionate increase in longevity 
or decrease, in morbidity. High costs and a variety of other complaints- have 
contributed to the growth of health consumerism. On one level, we have the trend 
to do-it-yourself medicine and the publication of such consumer-oriented docu- 
ments as patients* bills of rights and consumer guides to health insurance or 
local practitioners. At the Government level, we have had discussions of national 
health insurance and the passage of several pieces of legislation including bills 
•creating professional standards review organizations (PSROs) and health main- 
tenance organizations (HMOs). HMOs are free to advertise and to be advertised 
once they achieve Federal certification, while the PSRO Act will ultimately have 
the effect of placing professionally developed norms and criteria of care into 
consumer hands. Once such norms and criteria become available to the public, the 
information gap between-consumer and professional will be closed still further. 

' Medicine is covered so extensively in the media that it is no longer unusual for 
the public to learn of medical news beiorethe professional. As health-related infor- 
mation accumulates in the public domain, demapds for the assurance of quality 
become increasingly frequent and it seems clear that eventually the consumer 
will be satisfied with nothing less than quality standards based on outcomes. For 
the consumer, there can be no success in surgery if the patient dies. False positives, 
inadequate foUowup, ineffective therapies, and poor patient compliance are the 
major causes of outcome failures. In most cases, the physician's success is meas- 
ured by the extent to which he succeeds in influencing patient behavior. The 
physician proposes but the patient disposes. 

The development of outcome measures must take into account not only the 
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health care process itself, but also patient behavior (that is, the degree to which 
the patient complies with the physician's recommendations). .This may well require 
a new kind of provider-consumer alliance, one that places the patient in a new 
relationship with the physician. The use of outcome measures should also stimulate 
consumer interest in and support for such forms of research as clinical trials. lu 
addition, a provider-consumer alliance around outcomes iwilh probably provide 
effective resistance to efforts to impose Budgetary restrictions that do not take 
into account the cost effectiveness of the programs involved. The establishment of 
outcome measures is an act of mcalculable educational importance, and it is 
high time this long-neglected activity was incorporated into the process of 
niedical care. 

The goal of consumer health education is to encourage people to adopt pre- 
ventive behavior, and become knowIedgeable,.self-reliaht health consumers.. Three 
objectives are necessary if this goal is to be achieved. Each objective, reinforces 
and augments the community of interest concerned with health and increases the 
popularcohstituency of health education. v 

The first objective is to protect both consumer and provider against misinforma- 
tion. The consumer needs protection from misleading advertisements and\ne way 
to do that might be to encourage high school students to examine critic^ly the 
claims of television advertisements they see. Physicians are subject to similar 
pressures, particularly with regard to drug advertising, and ihey must be able 
to select the most efficacious therapy from the choices offered. 

The second objective is to demonstrate and reinforce preventive behavior. Here, 
an important resource might be the 3 million low-level service workers (primarily 
won^en and minorities) employed in the heaUh industtj' who, with a little'training, 
could comprise an army of peer health educators to low-income groups. In addi- 
tion,! the trend to do-it-yourself medicine should be encouraged and will probably 
be stimulated by a growing number of self-help books, the increasmg presence of 
family practices, and, perhaps, the advertising effects of HMOs. The involvement of 
the consumer in his own health maintenance can also be encouraged among the 
poor by the use of health advisers drawn from, the same socioeconomic ^roup. 

A final objective is to support the general consumer movement. Consumer health 
education is part of the broader consumer movement and is dependent on con- 
sumerism for the political power necessary to produce changes beneficial to health. 
The role of television in the context of consumer health education is to generate 
interest and provide ths information base required to stimulate the search for 
indepth spcjcialized information whether from print media or via face-to-face 
consumer interactions. Television, we believe, is the technological base for the 
development of consumerism. It is not, however, its ultimate instrument Gun 
control, facilities to promote physical fitness, certain kinds of restriction on tele- 
vision advertising, and a host of other changes all require legislative action best 
approached tiirough an- alliance of health professionals and consumer interest 
groups. 

Carter L. Marshall, M.D. 
Professor of Preventive Medicine 
Director, Office of Primary Care 
College of Medicine and Dentistry of 

New Jersey 
New Jersey Medical School 
Newark, New Jersey 071 03 
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CONSUMER HEALTH EDUCATION: 
THE STATE OF THE ART 



The only way to keep your health ir to eat whu Sou 
don't yvant, drink what yoW don't like, and do xhat 
you'd druther not. 

— ^Mark Twain, Following the Equator 



Changes in the health status of Americans and in 
the slate of the art of contemporary health care have 
produced a need for a new theory and strategy for 
dealing with consumer health education in the 
United States. ' ^ 

At the turn of the century, the average patient was 
a relatively passive recipient of whatever treatment 
was available for his particular problem. That situa- 
tion has changed dramatically over the years, and 
today's patient is much more a participant in the 
health care system. One reason is that the average 
American now lives longer Ihan his grandparents — 
thanks largely to advances in the medical art — and 
•s, therefore, more susceptible to chronic and de- 
generative diseases, the management of which re- 
quires increasing levels of participation by the 
patient himself. An idea of the degree of change that 
has taken place over the past 75 years can be gauged 
from the following situation. \ 

In 1900, there <vere approximately 3 million 
Americans over 65 years of age — about 4 1 percent 
of the population. By 1970, their number had 
swelled to 20 million, and older Americans ac- 
counted for almost 10 percent of the population, ^n 
1900, the death rates per 100,000 population from 
tuberculosis, influei.za and pneumonia, and, certain 
diseases of early mfancy were 194.4, 202.2, and 
62.6, respectively. By 1965, the death rate from 
tuberculosis had been reduced considerably, \yhile 
deaths from influenza rjid pneumonia had de- 
creased by 85 percent, and from certain diseases ,of 
childhood by ,54 percent. (/) By contrast, the death 
rates from heart disease and cancer increased by 
268 percent and 240 percent, respectively, between 
1900 and 1965. 



In addition to chronic and degenerative diseases, 
today's American is also subject to the long-term 
effects of individual lifestyles and to the cumulative 
effects of a highly industrialized society, neither of 
which is susceptible to direct medical intervention. 
To deal effectiyely with the problems created by this 
situation, we need a consumer health program that 
will not only make Americans aware of^the health 
consequences of 20th-century living, but will also 
make them aware that they, personally, can and must 
begin to take more responsibility for the maintenance 
of their own health and the prevention of Ulness. 

The concept of medical self-help is comparatively 
new to modem medicine. Indeed,^ until the develop- 
ment of the germ theory of disease in the late 19th 
century, public health efforts to control disease were 
limited almost exclusively co quarantine measures to 
isolate the victims of diseases such as leprosy and 
plague and, in the ISth and 19th centuries, the 
removal of dirt and other suspected disease carriers 
to improve living conditions. For the rest, the sick 
had to rely on home remedies or on the fairly primi- 
tive skills of the medical, profession. 

It was only after the development of specific 
immunizations to control communicable diseases that 
health providers became aware of their responsibility 
to educate' the public in matters of health. Subse- 
quently, as effective disease prevention tools oecame 
available in the late 19th and early 20th centuries^ 
b'oth governmental and voluntary health agencies 
assumed the mission of implementing them for the 
general good, in line with our Western culture's 
"highly developed sense that whatever is possible 
for one should be available to all."(2) 

Not surprisingly, perhaps, the overall development 
of consumer hclth education, from its beginnings 
in the early 20tb centur>, has moved from broad- 
scale measures matched to the broad-scale technol- 
ogy of primary prevention to individualized measures 
tailored to the available technology of individual 
care in the prevention of illness. The primary pre- 
vention techniques of the early sanitatic. movement 
relied on such indirect measures as pasteurization, 
water purification, and other environmental manipu- 
lations and required little more than public accept- 
ance. Immunization, on the other hand, required 
the delivery of preventive technology directly to 
at-risk populations and this demanded active indi- 
vidual participation. This duality of technology in 
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the control of communicable diseases gave rise to a 
parallel duality between coasumei heaiui education 
programs of public information, on the one hand, 
and those ^geared tc stimulate or promote individual 
action, on the other* 

This split in consumer health education^ isi no- 
where more evident than in the controversy sur- 
roundmg the fluoridalipn of drinking water a decade 
ago. The fluoridation effort exemplifies the develop- 
ment of consumer education techniques from the 
beginning of the 'sanitation movement, when imple- 
mentation of environmental measures was accom- 
plished by straightforward administrative or e^ovem- 
^ . mental fiat, to the period when immunization made 
. possible the control of communicable diseases, at 
I ' which time it became necessary to, develop infor- 
mation programs to persuade people that immuniza- 
tion was both safe and eflfe<jtive. 
\ Thexaddition of fluoride to public water supplies 

\ is a broad-scale prevention technique requiring only 
public acceptance (that is, individuals need only 
1 , continue t6\drink available water to receive fluoride 
therapy). The topical application of fluorides, how- 
ever, is a preventive measure requiring individual 
participation (that is, individuals must en{er the 
health care system to receive fluoride therapy). The 
active resistance to fluoridation in a number of 
States focused on the issue of "individual rights" 
and on the contention that the addition of fluoride to 
public water supplies crealed an unavoidable danger 
to the public. Countering this opposition required a 
two-pronged public information campaign, consisting 
of (a) programs to enhance public acceptance of 
fluoridation and (b) programs to encourage indi- 
vidual action via direct visits to the dentist for 
fluoride therapy. 

Another factor in the development of health edu- 
cation includes the nature of the diseases to be con- 
trolled and the control measures available.^ i . 
example, the course most communicable dise^es 
take is fairly straightforward: They are usually self- 
limited in duration and the patient either lives or 
dies. Prevention,, too, is straightforward in that it is 
quick, relatively simple, foolproof, and painless. 
These factors convinced early 20th-century public 
health authorities that simply providing the public 
with information about the availability of quick, 
painless, guaranteed preventive or diagnostic meas- 
ures would assure large-scale public participation in 

Er|c ' 12 . 



programs to eradicate communicable disease. (3) 
Too often, however, public response has been dis- 
appointing, even when efforts have been macfc to stir 
up popular interest and to make participation \ 
easy. [4) Even now, while the U.S. population as ' 
a whole is protected against communicable disease, 
significant sectors of the population are not. For 
example, despite public information efforts regarding* 
the ready availability of imnxunization against early • 
childhood diseases, a recent study conducted for the 
Center for Disease Control indicated that almost 40 
percent of 14 million American children under age 
4 have not received adequate protection. (J) Simi- 
larly, continuing and highly sophisticated educational 
efforts are required to. assure public use of readily 
available diagnostic and control measures against 
venereal diseases, which have established themselves 
in epidemic proportions in many parts of the United 
States. ' I 

The control of chronic diseases greatly increases 
the complexity of health education. To begin with, 
since the specific causes of'mbst chronic diseases 
are unknown, it has not been. possible to develop 
the primary preventive techriology that has been 
available for the control of communicable disease. ' 
Further, the course of chronic disease is generally 
progressive, long term, incurable, and irreversible. 
Treatment, too, is prolonged, and there is no quick, 
short-term prophylaxis comparable to* immunization. 
A "clean bill of health'' for cancer or high-blood 
pressure today is no guarantee against the onset 
of symptoms in the futu/e. Chronic disease control 
requires ongoing individual participation in the 
health care system, both for diagnosis and treatment. * 

Prom the foregoing, it is possible to discern three 
models of health education, each of which depends 
for its impetus upon the avaiLble technology of 
health care. 

iModel I: Information, The public is informed of 
things already accomplished in the control of com- 
municable disease through such environmental ma- 
nipulations as chlorination of water supplies or 
pasteurization of milk. (As noted eariier, this may 
also require mass persuasion.) 

Model I!: Simple Prevention, Individuals are en- 
couraged to undergo a simple procedure to remove 
the risk of communicable disease, that is, immuni- 
zation. 
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Model III: Chronk Disease Control. Individuals 
are encouraged to engage in (a) life-time participa- 
tion in the health care system toward the early diag- 
nosis and control of chronic, degenerative disease 
and (b) life-time concern with the possible health 
consequences of lifestyle. 

The prevalence qjf chronic disease in the aggre- 
gate health profile of the American people requires 
' continuing refinement of appropriate chronic disease 
models for health education. Recent definitions of 
health education recogiiize and encapsulate this 
need: ^ , ^ 

Health education Is a process that bridges the gap 
between health information and heaith practices . . . 
it motivates the person to take the information and do 
something with it, (6) 

Health education is a process with intellectual, psycho- 
logical, and social dimensions relating to activities which 
increase the ability-of people to make m formed deci- 
sions affecting their personal, family, and community 
wdUbeing.(7) 

These, and similar definitions, place health edu- 
cation in tl^e behavioral sphere 'and, by so doing, 
they assign new" kinds of responsibilities to health 
educators, providers, and consujners of health 
services. 

To health educators, the challenges are twofold. 

• Successful communication . pf the belief that 
the maintenance of good health is an appro- 
priate and achievable individual go.^j and re- 
sponsibility,' and , ^ 

• Establishment of viable "bridges" to the health 
care provider systctn to encourage appropriate 
jndividual behavior with regard to the screen- 
ing, diagnosis, and control of chronic disease. 

The challenge to health care providers is to facili- 
tate mcrcased consumer participation in the health 
care system, primarily by assuring the accessibility 
and availability of their services. To encourage pre- 
ventive behaviors without medical backup to meet 
mcrcased demand for serv;pe is counterproductive 
at best. The publicity and information campaigns 
furrounding the recent brea$t cancer surgery of the 
wives of the Prcsidenu and Vice-President of :he 
United States, for cAample, created unprecedented 
demand on available screening farilitics nationwide. 
In November 1974, the American Cancer Societ> 
reoortcd an increase of 400 to 700 percent in re- 
ques'^ for breast cancer examinations ^t its 27 
haliondl screening centers. From an average wait of 



3 months for a bieast cancer screening at New York 
City's Gutman Institute prior to the Ford/Rocke- 
feller surgery, the lead-time for appointments by 
January 1975 had risen to 4 or 5 months, with a 
written request required. Because daily public ex- 
hortations to followup on suspected signs of breast 
cancer are given, it is clearly essential that the 
prov der system meet its obligations to make fol- 
lowup possible. 

In addition to technological accessibility, barriers 
5uch as cost, transportation, language diiBculties, 
and^ sociocultural factors — especially among the 
poor, the uneducated, black, Spanish-speaking and 
other ethnic minorities — must also Become a con- 
tinuing concern of the health care provider system. 
^ Cervantes' comment that "costs, inaccessibility, social 
circumstances, prejudice, and inconsiderate treatment 
by health professionals virtually force Chicanos to 
use their own immediate resources for health or 
med'cai treatment . . (5) can be applFed to many 
oth*!r subgroups of the population. , 

For the individual, ^health behavior in response 
to the risk of chronic disease requires new kinds of 
perceptions and responsibilities, particularly the 
following: 

I Perceived Susceptibility, that is, awareness of 
.vulnerability to a variety of chronic disease 
entities. 

2. Perceiyed Severity, that is, understanding of 
the threat or risk factor even in the absence of 
immediate symptoms. 

3. Perceived Benefits and Costs, based on knowl- 
edge of the preventive and long:term Behaviors 
required to reduce or. ameliorate the risk. (9)7 

rh a discussion of the behavioral requireih'cnts 
for preventive health. Baric has formufated a model 
of "at-risk" behavior to the threat of, chronic 
disease. (/O) Contrasting Talcott Parsons' model 
of the "sick role" with "at-risk" behavior concern- 
ing chronic disease. Baric suggests the followingf 

• While the sick role offers "gains" in term^ of 
exemptions from social responsibility, the at- 
risk model only imposes duties. "The person 
is expected to fulfill all his social obligations, - 
to change some existing behavior and to do it 
on his'own without any right to social recogni- 
tion for his achievenient. {11) 

* For the vast majority of illdess episodes, the 
sick role has a limited time span and promises 
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an eventual reward in terms of a return to 

• health. On the other hand, there is no'' time 
limit ^iS'^tiie.j^t^risk role; behavior acquired is 
expected to be continuous and the reward is 
fat less certain. ^ 

• The $ick role is reinforced by the medical pro- 
fession and societ)'. The\ at-risk individual, 
however, often has to fight off temptations 
forced on hini by members of society (for 
example, the offer -Qf cigarettes or alcohol), 

• The sick role is based on real symptoms. "An 
at-risk role, relies on the .abstract quality of 
cognitive processes through which a person 
perceives a health threat;'^ (72) 

The naiore of the challenges and the possibilities 
in health education at the present time is best 
expressed in the record of Americans* behavior con- 
ceming'individual health maintenance and diagnosis. 

There is no question that Americans are inter- 
ested in, Md concerned about; health. Health food, 
once an esoteric oddity confined to food faddists, is 
now widely available and sold in supermarket chains 
throughout the nation. Special health magazines, like 
Psychology Today and^ Prevention, report ever- 
increasing subscription rates. Our Bodies, Our- 
selves, a publication of the Boston Women's Health 
Collective, has become a best seller on college cam-^ 
puses (see Chapter 3). 

In some instances, behavioral indicators are also 
encouraging. Between 1968 and 1972, coronary 
death rate for white males, ages 35 to 64, fell 8.7 
percent, and similar downward trends were seen for 
black males and for all women in this age group. 
Cigarette smoking among the adult male population 
declined from 60 percent in 1955 to 40 percent in 
1970. The average level of blood cholesterol has 
. also begun to decline, from 240 mgs/100 mgs of 
blood in the 1950s to about 220 mgs/100 mgs at the 
. present time. {13) Xhe massive public response to 
the Ford/Rockefeller breast cancer surgery noted 
earlier alsa bespeaks a high level of public interest 
y^j>^in\available prevention (see Chapter '3). 

• On the other hand, while it has been known for 
•years thaf .cervical cancef/can^be reliably detected 
.> t^'•ough a simple Pap smear, only half of iill Ameri- 
can women ov&t age 18 have 'had Pap smears once 
, * and only 5 percent of all women pver age 20 
ihdergb annual Pap^ears, as recommended. {14) 
Similarly, wliile hypertension can be controlled on a 
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large scale for selected population groups, it is esti- 
mated that only' half the people who have this con- 
dition are even aware of it. {15) While cigarette 
consumption for the population as a whole has de- 
clined, its incidence among young people has risen^. 

In^ short, the- glass is only half full. Americans^ 
as . a whole, are concerned about health and show 
encouraging tendencies to act in behalf of the pres- 
ervation of health and the prevention of illness. As 
jvill be discussed, below, however, in this — as in 
mo.st aspects;^ i American life — the poor, the un- 
educated, and minorities are furthest from the^ 
achievement of. opiiuiuiu -health behaviors, evicn 
though fear of illness and denial of both symptoms 
and susceptibility cut across socioeconomic 'lines 
to affect aspects of the health behavior of all 
Americans. 



RESEARCH BASES OF HEALTH EDUCATION 

A vast and continually increasing literature on ., 
health attitudes, knowledge", and behavior attests to 
the growing recognition and importance of these 
facTors" TrTconsumeFTieaM .educairdh.'~The" Index 
Medicus lists 24 journal articles in health education 
in 1964, 35 in 1970, and. 54 in the first 8 months 
of 1974 alone. The mono graph series o f the Society 
of Public Health Educators (SOPHE), the single 
most detailed and useful resource for the study, of 
health education in the United States, recently added,- 
as a regular feature, a section on "Current Liteta- 
ture Related to Health Education." The first such 
bibliography cited 169 references -for 1973. {16) 
Detailed reviews of' this literature are regularly in- 
corporated in the SOPHE health education mono- 
graph series. For our purposes, a brief .review of 
some major areas of research and investigation 
should be enough to indicate the trends affecting 
health education and its efforts to meet the challenge 
of behavioral change. ai 



ATTITUDES AND KNOWLEDGE ABOUT 
HEALTH r 



DefiniticnB of health vary: Physicians see it as a 
reflection of the normal functioning of the body and 
the mind, but the Worid Health Organization views 
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it more abstractly as "a state of complete mental, 
physical, and social well-being." {17) The average 
person's perception of his own health depends on a 
variety of subjective and cultural judgments of well- 
being or illness. In Spanish-speaking villages of New 
Mexico and Colorado, for example, where a well- 
fleshed body is a significant criterion of health, a 
thin man with toothache was regarded as more ill 
than a fat man with TB. A recent British study 
showed that persons who had not seen a physician ^ 
for up to 10 years tended to consider themselves 
healthy^ even though ^hey had a similar number of ' 
recent trivial ailments as another group of persons 
who had recently seen a physician. {18) 

Whatever the definition of good health, survey 
research data indicate that it is an item of great 
importance to Americans. In comparable Gallup 
polls of random samples of American adults over 
a 12-year period personal good health ranked first 
for 40 percent of- respondents in 1964 and tor 29 
percent of respondents in 1971. In the 1971 poll 
{19), the importance of good health was seen to be 
conversely related to education and income^ which 
is consistent with the widely observed finding that 
the poor partici pate differently in the health care 
system than do wealthier members pf the popula- 
* tion. For the poor, the emphasis is on emergency 
care and the episodic treatment of diagnosed ill- 
esses;-whi!e^higher-income-gr0ups-usually-partici-- 
pat^in the health care system on a continuing basis, 
with regular check-ups and preventive screenings. 

A study of a random sampje of 935 predomi- 
nantly loy^er-income households in East Harlem in 
1970 emphasizes the special importance of health 
to the 'poor. The study found that the importance 
of health among the East Harlem population out- 
ranked other concerns by more than two to one, with 
half of all respondents ranking health as "most 
important to have from life," with 18 percent for 
the next most important item, "family."* (20) 

The fact that most Americans are interested in 
and knowledgeable about health was well demon- 
strated by a National Opinion Research Center 
(NORC) study in 1966. {21) It seems likely that 



♦The overwhelming importance of health in this study is, 
in part, an artifact of the known sponsorship of the study by 
the medical school affiliated with a large voluntary hospital 
in the area. 



health knowledge can only have increased in the 
decade since the NORC study. 

On the basis of a secondary analysis of national 
survey research data for the period 1951-1962, Wade 
(22) concludes that "education is so powerful an 
indicator (cf health knowledge) that from it alone 
one can usually predict as much as from all other 
demographics/' Wade also found that; 

• A positive relationship exists between health 
knowledge, income, and occupational status. 

• An inverse relationship exists between health 
education and age. 

• Controlling for education, differences in hea' h 
knowledge related , ta income and age occur 
chiefly in the lower educational group. 

Knoyvledge about health is widely assumed to be 
a prerequisite' for successful health education. In- 
deed, the Information Model described earlier has 
been a major component in the public health edu- 
cation efforts of almost all voluntary health agencies. 
Th's model has been described as one in which "the 
rob of health educjition is the transmission hi in- 

, formation about health and disease jrom the expert 
professional to the la/ client." {23\ It assumes that: 

f-Humans are rational. - 



• The client is captive. 

• Didactic methods will reach the client. 

• The essential disciplines required are pedagogy 
and"educationr z— 



Despite, or perhaps because of, the simplicity of 
the Information Model, it is severely limited in its 
effectiveness in several significant health areas. {24) 
As we have seen, the Information Model provided 
a highly appropriate method of informing the public 
at)out primary prevention activities undertaken in 
its behalf. When applied to behavioral outcomes, 
however, the Information Model is, at best, a base- 
line for the development of education programs to 
promote desired individual outcomes. 

ATTITUDES AND KNOWLEDGE ABOUT 
ILLNESS 

Studies of knowledge, attitudes, and behavior con- 
cerning specific disease entities add another dimen- 
sion to the research base for health education. In a 
now-classic study of participants and nonparticipants 
in a TB screening program,' Hochbaum (25) sought' 
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to investigate the reasons that people accept or 
reject opportunities to discover their health status. 
In a random sample of roughly IgO^radults in- three 
cities, Hochbaum found a high degVee 6f<.iiiformaiion 
about tuberculosis and the role of X-ra^*^n diag- 

. nosis..^ About 85 percent ol the respondents were 
certain that TB is contagious. Nearly 97 percent werfe 
aware of the. importance of early treatment; more 
than 80 percent understood that chest X-rays could 
detect symptoms or the disease before the affected 
individuahhimself could do so. 
Correlating X-ray behavior with knowledge base, 

JH[ochbaum conclucled; 

People learn to give correct answers to questions before 
they Isarn to believe what they say and long before 
they use this information to guide their behavior, . . . 
Information alone is not a motivating force, although it is 
basic to most behavior. Without knowing what to do 
and how to do it, one cannot ^act,, But only when this 
knowledge is related in some way to one*s needs will it 
actually be translated into action. (26) 

From these and other findings, Hochbaum hy- 
pothesized a three-step model of health behavior; 

1. People know the facts. 

2. People knov/ the facts and believe them, but 
^ "idoHTlhirik^thT Tacty apply^f o"^th"ern: 

3. People know, believe, and act on the facts. 
The Hochbaum paradigm can be viewed as a 

-Simple JBravention__Modgl;vOfJiealthJEducation. In 
this case,' information or knowledge about TB 
screening -was seen in context of lifestyle factors 
militating against TB screenings. It was found, for 
example, that people often will-avoid taking actions 
they feel will create more problems than *hey are 
likely tO; solve and that they are more concerned 
with immediate suffering than with distant cure. (27) 
Numerous investigators have studied the attitudi- 
nal limits that transform knowledge and information 
into salience (that is, the belief that knowledge about 
illness has personal applicability). For example, 
Jenkins and Zynaski (28) studied polio, cancer, and 
mental illness using Osgood's semantic diff^jrential 
to construct bipolar scales for^pubHc and personal 
susceptibility, public and personal salielice,.severity, 
proven tability, and ojher factors. For Hochbaum 's 
formulation of the interaction of khowicd?'e with 
perception of severity and salience, Jenkms and . 
Zynaski hypothesizea a more basic dimension — , 
personal involvement. They suggest that: 



. . . under specified social and situational conditions 
. . . public response to a health program will be maximal 
when the target population feels a high degree of per- 
' sonal involvement with the disease under attack and also ' 
feels that it is a socially acceptable disease over which 
science has a high degree of mastery, (29) 

Antonovsky (30), in recent research based on 
Jenkins' methodology, studied four dimensions ol^ 
the image/ of several diseases among . the . urban 
Jewish populadon of Israel. The diseases studied 
were cancer, heart disease, mental llhiess, and 
cholera. Respondents were asked to rate each illness ' 
from "least" to "most" witli respect to seriousness 
(mortality and recovery), social and personal con- 
trol, susceptibility, and salience. Cancer was rated 
the most serious of the illnesses, with 65 percent of 
respondents believing that death was the outcome 
of cancer, while only SO^peiCent felt heart disease 
was the most serious. However, Antonovsky found 
a fairly lo^y perception of individual susceptibility 
to all diseases^ closely related to their actual preva- 
lence among the population. For example, heart 
disease took first place as a possible personal afflic- 
tion, followed by cancer and cholera (then epidem"ic 
in Israel). Becker, in a review of studies of pre- 
ventive health behavior, found tha^; y 
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At' least six retrospective and four prospective studies of 
preventive health behavior have yielded positive correla- 
tions between relatively higher levels of subjective vuU 
nerability and compliance with recommerfdatiolxn&rl)~ 
obtain screening for cervical, breast, or other cancer; for 
tuberculosis; for heart disease; for Tay^achs disease; 
and for dental problems; and 2) engage in preventive 
health actions such as obtaining immunizations and 
accepting accident'preventive measures, (31 ) 

Attitudes and knowledge about cancer have been 
subject to a m^assive. research effort, documented in 
detail in a recent SOPHE health education mono- 
graph. Review of Research and Studies Related to 
Delay in Seeking Diagnosis of Cancer. (32) The 
authors point out that a major effort in cancer edu- 
cation has been to educate the public about the 
warning symptoms of cancer.^s.might be expected, 
however,^ the literature suggests that there is no 
linear relationship between knowledge and attitudes 
about cancer and recqmmpded preventive behavior. 
For example, one stud}(^pf persons with knowledge 
about cancer syfhptoms found that a high level of 
anxiety led to greater d^lay in seeking medical help 
than^did a low level oif anxiety. (33) 
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On the other hand, 

~7 ; r thejbar of being told the suspected truth may lead 
delay, while^nondelayers present their symptoms 
partly ^because they fear the consequences of further 
procrastination. The latter has been found particularly^ 
among those having the most knowledge about 
cancer. {34) 

. Widespread fear and fatalities from cancer are 
believed to be major detrfaients to optimum diagnos- 
tic behaviors. With an information campaign to 
counter feaj and pessimism leading to inaction, a 
British program changed "public opinion about can- 
cer curability, (55) The percentage of respond- 
ents who believedlfiat cancer could usually or some- 
times be cured, rose from 30 in 1953 to 60 in 1966. 

Reviewing the* role, of fear in. attitudes about 
illnesses, Leventhal {36) differentiated "danger" 

^from "fear" and described differential control mech- 
anisms. Danger control,, he argues, is cognitive, 
while fear control derives from (1) ambiguity, of the 
danger agent, (2) lack of information about it, 
and (3) ina'bility to devise action in lesponsg to 
danger. He suggested that health education programs 
that ^;^gnize the existence of fear and attempt to 

^hclp-the_subiectjcope_withJiis..^otional. response 
could "decrease the occurrence of fear and facilitate 
a task-oriented approach in which the subject focuses 
on the danger and its control." (57) 

Gordon AllpofnfaslJiscussed'barners tq learning^ 
and action;, concerning health and illness in terms 
of "proceptions"— the individual's specific poten- 
tials for seeing, hearing, doing, and thinking, 
derived from life experiences. In view of the indi- 
vidualized nature of these proceptive directions, he 
stated: « 

// is hard to know how to .present our invitation to 
learning to students or clients who . . . have a need for 
safety and freedom from threat, a need lor simple and 
gratifying rubrics to reinforce their own prejudices: who 
are emotionally fearful and cognitively self -centered. 
It is usually approval they want and *not fact, reassur- 
ance and not alarm, . . . {38) 

ILLNESS BEHAVIOR 

The array of definitional and methodological 
problems that can be found in the literature on 
actual health behavior reflects the inherent concep- 
tual complexity of both health and illness. First, 
because most studies are either prospective or retro- 



spective, they suffer from the inherent ^weaknesses^ 
of each methodology: There is little Correlation 
between what people say they will do and what they 
actually do in a given situation; recollections of the 
process of behavior cannot always be relied on. 
Second,^ studies^m this area generally analyze the 

* attituGCsS and actionT of persons_with a diagnosed 
illtfgss. We have no comparable data about the proc- 

; ess bjr^wh|ch persoijs diagnosed as disease-free come 
to a diagnostic situation or behave thereafter. (59) 

Other questions are definitional. Where, for ex- 
ample, does* health end and illness' begin? With 
physiological changes? Jn the individual's percep- 
tion* that something is wrong? With the physicinn's 
discovery, of asymptomatic disease? With the phy- 
sician's confirmation of presenting symptoms as a 
departure from normal limits? Similarly, where does 
illness end? Professionals define chronic illness as 
continuous, but there is no reason to believe that 
people perceive such asymptomatic conditions as 
hypertension or diabetes as significantly omnipresent. 
It is also unclear whether physicians' assurances of 
g'^od health signify a return to health for self- ^ 
peicived symptomatic individuals. 

McKinTay 1[?0)7 rn^¥levTew^T~fBenitef^^ 
health utilization, has categorized the numerous 
investigations of health betiavio.r as^ economic, 
_.socibdemographic,_geographic;. sociopsycholpgical, 
sociocultural, and organizational or ^delivery-system 
approaches. Each of these approaches provides use- 
ful, albeit partial, ]nsights to the factors affecting 
individual health behavior. For example, it has been 
generally assumed that since knowledge and attitudes 
affect behavior, attitude change (through health edu- 
cation per se, peer influence, or communication) 
would create desirable changes in health behavior. 
However, efforts to correlate attitudes and specific 
health behaviors have proved contradic- 
tory. (41, 42, 45) in a New York City study, for 
example, Suchman found evidence linking socio- 
cultural characteristics and medical orientations in 
a model which appeared tovpredict health behavior. 
A recent effort to replicate the Suchman model in * 
another urban setting produced directly contra- 
dictory results, with data suggesting that "reliance 
on either sociodemographic or community orienta- 
tion variables as predictors of medical orientation Is 
a weak procedure .... further .... the relation- 
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ship between medical orientation^/ and health 
behaviors remains to be established." (44) 

Some proportion of eyery population group, how- 
ever stratified, exhibits desirable health-related be- 
haviors — a fact which requires continuing indepth 
investigation. In general, however, almost every 
random sample srudy of healtlT behavior has found 
that lower-income, less-educated, and older persons 
tend to tarn to the health care system primarily for 
acute episodes of illness and, to a lesser degree, for 
continuing treatment of diagnosed chronic disease. 
Minority groups and gien (as special population 
groups) usually do not visit a doctor unless they are 
unable to work or look^after their family, These^^ 
groups rarely make use of programs of prevention 
unless free services are available. (45) 

In a study of general influences on illness behavior 
among a subsample of applicants for social security 
disability benefits whose self-reported health, was 
poor, Ludwig et al. (46) found that 26 percent had 
not seen a doctor in the past 6 months, regardless of 
the nature or number of reported symptoms (includ- 
\ ing arthritis, colds, dizziness, chest pains, shorines^s 
V breath, headaches, frequent upset stomach, and 
tiredness). It was found that, in addition to respond- 
ents' income level, medical scientific orientation in- 
fluenced their use of the medical care system': 31.5 
percent of tho^ with strongly negative attitudes 
toward medic/fic-scicnce had not been to a physician 
despite feelings of poor health, compared with only 
6.9 percent of those with positive medical scientific , 
orientations. (47) r 

After interviewing first-time patients in the out: 
patient eye and general medicine clinics at a metro- 
politan Boston hospital, Zola (^5)- identified five 
patterns df nonph>siological triggers causmg indi- 
viduals to seek medical aid. They were: (I) inter- 
personal crisis, (2) perceived interference with social 
or personal relationships, (3) external sanctioning 
by peer validation, (4) perceived interference with 
vocational or physical activity,. and (5) temporizing 
of symptomatology. 

Zola concluded that it is not at their "physically 
sickest" that people become patients, but when their 
accommodation to their symptoms breaks down. 

Health behavior varies widely. For example, if we 
view health behavior in terms .of lay definiiigns of 
health — the continuing ability of the individual to 



function in terfns of personally perceived norms of 
adequacy— we can divide health behaviors into self- 
maintenance and prevention and health care mainte- 
nance and prevention. Thus, an individual ijiay en- 
gage in one, several, or all of the following types of 
behaviors: ' 

• Maintenance of functional ability (for exam- 
ple, sleep, diet, exercise). 

• Prevention of functional disability (for exam- 
ple, avoiding smoking, heavy drinking, reducing 
cholesterol intake). 

• Validation of functional ability .(for example, 
regular visits to physician or dentist). 

• Validation of functional disability (for example, 
seeking diagnosis of perceiyed dysfunctions). 

• Prevention of impairment of functional ability • 
(for example, diagnostic screenings, eariy treat- 
ment, and therapeutic control). 

A nfimber of studies have investigated the relation- 
ship among combinations of these factors. The Uni- 
versity of Michigan surveyed .approximately 1,500 
adults in 1963, and a subsample 15 months later, to 
study four preventive behaviors: toothbrushing, 
prophylactic dental visits, routine visits (o physicians 
for "checkups," and participation in screenings. The 
study found that those who exhibited any of the four 
behaviors were also most likely to exhibit all and, 
in addition, that those who took a particular action 
during a specified time period were more likely to 
repeat, the action. Here, too, less educated, lower-'* 
income persons displayed less preventive behavior 
regardless'of cost factors. {49). 

An eariier' study by King and Leach (50) also 
found individuaf'consistcncy over timfc^itt- general 
patterns of illness management. Patients with a his- 
tory of physician consultation for anything unusual 
or not ^understood, regardless of severity, also de- 
layed less with cancer symptoms. The authors con- 
clude that the interrelationship of behaviors ,was so 
close as to indicate that "reaction patterns were es- 
tablished before the onset of cancer." Goldsen et al. 
(57) also found that those who delayed in present- 
ing cancer* symptoms' had similar histories of delay 
with respect to prior medical problems. 

Multivariate analj^sis, on -the other hand, reveals 
numerous anomalies in the relationships among 
health behaviors. Williams and Wechsler (52), for 
example, divided preventive behaviors into those 
which reduce or increase susceptibility, those which 
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reduce seriousness of disease or accidents, and those 
which reduce susceptibility to financial loss. 

Factor analysis revealed a number of primarily 
independent and unrelated dimensions of preventive 
health behavior. For example, while obtaining medi- 
cal checkups 'was reliably correlated with higher 
socioeconomic status, obtaining medical checkups 
was not correlated with not smoking, getting ade- 
quate sleep and exercise, limiting cholesterol intake, 
and not being ot^se. The six variables associated 
with heart disease (checkup, smoking, exercise, 
obesity, calorie, and cholesterol control) were not 
interrelated; regular Rental checkups were not corre- 
lated with the matching preventive behavior, that is, 
regular toothbrushin^. 

Steele and McBrolom (53) studied the interrela- 
tionship of three health behaviors — physical check- 
ups, dental visits, and eye doctor visits — In associa- 
tion with ownership of health insurance. They found 
relatively weak association of the heajth behavior 
indicators, concluding that the respondents' actions 
were not "focused on health as a general condition 
to be achieved through prescribed preventive action." 
With several others, Steele and McBroom conclude ' 
that "health behavior is multidimensional rather than ., 
unidimensionaljnjhe sense that persohs who engage* 
in one behavior tend to engage in others." (53) 

A before and after study of the effectiveness of 
media in health education (54) confirms the multi- 
dimensionality of health behaviors. Control and ex- 
perimental groups were interviewed about beliefs and 
, behavior .concerning health and illness. One week 
later, the experimental group was exposed to sep- 
arate fslms on heart disease, cancer, and tubercu- 
losis. Each of the films recommended regular pro- 
fessional examinations; those on heart disease and 
cancer recommended personal preventive health be- 
havior. Followup studies of both groups revealed 
that the experimental group had visited physicians 
for checkups related to the disease entities under 
study significantly more often than thos? in the con^ 
trol group who had not been exposed to the educa-^ 
liuiial films. On the other hand, the two groups ^ 
showed no significant differences with respect to ^ 
health behaviors involving personal living habits, t 
The-authors concluded: ^ 

Apparently, then»^gcctiveness of the beliefs^ about 
health in modifying behavior is specific to the kinds of 
behavior proposed. The medical actions required peri- 



odic behavior that would interfere only occasionally 
with established behavioral patterns of the participants. 
The actions involving personal living habits, however, 
involved altering presumably welUcstablished and frC' 
quently repeated patterns of action. For modifying such 
actions, merely changing the participants* beliefs about 
health was not enough. (55) 

While it is clear that knowledge, awareness, and * 
altitudes toward health are related to individual be- 
havipr, the relationships are fugitive and variable and 
appear to increase in complexity in relationship to 
the complexity of the health behaviors sought. The 
increasing worldwide effectiveness of World Health 
Organization programs in infectious disease control 

(56) bespeaks the potential for health educators to 
involve large population jgroups in simple preventive 
behavioral change. However, vifhere long-term be- ' 
havior or behavioral change is sought, multivariant 
explorations are required. Research aroUnd 'other 
aspects of human .behavior reveals similar comple'Xi- 
ties: As the variables and dpiions for voluntary 
behavior increase, prediction becomes less reliable. 

(57) It is in this context that bel^vioral modifica- 
tion, a recent trend in behavioral research on healtlj, 
should be viewed. ^ - ^-^ <J- 

' Behavior modification is based primarily on the 
development of the animal lemming research of the 
once-discredited I. P. Pavlov and its elaboration by 
B. F. Skinner to problems of human behavior, (55) 
Contingency management (reinformation via re- 
wards, punishments, or voluntary contractual agree- 
ments) and stimulus analysis and manipulation arc 
the primary concepts employed. (59) Combinations 
, of rewards and/or punishments, on the one hand, 
^ and identification and manipulatign of the stimuli^ 
to maladaptive behavior, on the other, are applied 
by external agents, in an individual or group process 
with the goal of eventual Individual adaptation of 
desired new behaviors. 

To some extent, behavior modification can be 
seen to'shortcu'r the social, psychological, and cul- 
tural effects on health bqhavior, substituting a direct 
interventive program of behavioral change and com- 
pliance. The partiqpatingYindividual is in effect iso- 
lated from Ill's pe^"^JiS[Ws past, except as they 
relate difectly to the healtlTbehavior under study, 
^nd is assisted in developing behavioral' supports to 
resist everyday pressures encouraging maladaptive 
behavior. Cigarette, smokers, for exapiple, may be 
helped to identify the stimuli for lighting up — 
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nervousness, boredom, hwuger, and so forth— and 
to substitute other responses and other loci for the 
behavior. (60) Similarly, the obese are assisted in 
identifying and controlling the cues to detrimental 
food consumption. (61) 

Some impressive short-term behavioral changes 
have been noted in rigorous behavior modificatJoa 
experiments aimed at the control of obesity 162), 
alcoholism (63), smoking (64), and cardiovascular 
disease (65). The long-term success rate is disap- 
pointing, however, and becau.so' small, selected, or 
self-selected populations are involved in these 
stiidies^ it is impossible to measure the relative suc- 
cess of behavior modification against other socio- 
behavioral factors. For example, it is not known 
whether behavior modification techniques willjprove ' 
equally effective among all socioeconomic ^oups, 
or how age, sex, education level, and other varia- 
bles will correlate with successful behavior modifica- 
tion programs. One thing that is known, ho^^^vcr^is^ 
that because^the m^effective bchavioTmodification 
-techniqu'es often mvolv^ intensive, ^sustained inter- 
vention in preventive health behavior; tfiei/ benefits 
in relation to cost are no better than the apparently 
random successes of the population as a whole to 
adopt recommended preventive health behaviors. 

The research bases of health behavior thus pro- 
vide a broad range of data on individual responses 
to. health and illness. The challenge to health edp- 
cation is that of identifying the reachable moments 
in the complex processes of individual behavior as 
the starting points for motivating people's active par-^ 
ticipation in the preservation of health and the pre-' 
vention of illness. Horn's summary of the relation 
of health education to everyday life best expresses 
this challenge: 

When it comes to behavior by those who are basically 
well, both primary and secondary preventive actions.are 
frequently ignored by large segments of the population. 
Instead of saying that suck people are ignorant or 
illogical, we will make much more progress 7/ we ac- 
cept the idea that there is some sense to their behavior 
from their point of view. Furthermore, thai large num- 
bers of people are not only jwilling, but eager to do 
things in their own self-interest and in the interests of 
those who are dear to them. But their concept of what 
is in, their own self-interest depends on their values, not 
ours, their perceptions, not ours, their feelings, not 
ours. (66) - 



IMPLEMENTATIQN 

It is a principle of preventive medicine that pre- 
ventive behavior, eariy detection, and early interven- 
tion are essential for the -optimum treatment and 
control of chronic disease. It is believed **apparent 
that surveillance can .be maintained and inten'ention 
can be made in (at least) five health parameters so 
that much disability and premature death can be 
prevented." (67) If, then, cervical cancer can be 
detected through a simple Pap smear, why is it that 
only 5 percent pf women over 20 years of age undcr- 

, go annual Pap smears, as recommended? If recur- 
rence of rheumatic fever can be prevented,, why is 

^it that only 5 percent of those who have had rheu- 
matic fever are under appropriate preventive treat- 
ment? If hypertension is susceptible to control, why 
is it that only half tlie people with hypertcnsioiLare^ 
even as much^sjwafejofuheir-condition? (68) 

^ —While BeSavioral researcH provides clues to the 
individual's resistances td appropriate preventive and 
medical behavior, there are as yet no programs^to 
transform tlis data into the required^sitive moti- 
vational and educational approaches for the^ public 
as a whole or for target audiences at particfu'lar risk 

" to specific chronic diseases. 

Despite continued assertions of the benefits of 
prevention, the low level of financial support for the 
health education of the American public suggests its 
loNv actual priority in the health care system. Of $83 
billion spent for health care in the United States in 
1973, according to the President's Committee on. 
Health Education, 92 to 93 percent was spent on 
medical care for the sick; 4 to 4.5 percent on bio- 
medical research; 2 percent* on such public health 
measures as rodent control; and less than one-half 
of 1 percent for health education. (69) ^In a Nation 
with more than 5,800 short-stay hospitals, with 
350,000 physicians, with more than 4.7 million per- 
sons employed in the delivery of health services, the 
President's Committee was able to identify only I J I ^ 
ongoing heclth education programs during its 1971^ 
1972 investigations. Health information abounded. 
The Committee found that the five major voluntary 
health 'agencies were spending more than SlOOjnil- 
lion annually for pamphlets, brochures^, films, film- 
strips, and otljer informational materials. In a 10- 
year period, hbwever, the Committee could identify 
only two instances in which the agencies attempted ' 
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to evaluate the motivational and educational effec- 
tiveness of those materials. (70) 

It is a thesis of the present monograph that wide- 
spread mass media dissemination of health informa- 
tion has positive haplications for the creation of 
increased health consciousness and for the eventual 
creation of ar effective ,consunier constituency for 
health and health education (see Chapter 2).- At 
this time, however, no particular public constituency 
exists to represent the needs of consumers for effec- 
tive health education programs (see Chapter 3). 

In the absence of significant public health educa- 
tion efforts on the part of providers, and in .the 
absence of a demand for such efforts by consumers,^ 
the task of health education has been borne pri-^ 
marily by the public^ducadgn^establishmentr^Just 

as^public health, education has been secondary to 

health care delivery, however, school health educa- 
tion has been secondary to other school goals and 
objectives. In essence, it is because good health is 
considered a requisite for the achievement of the 
general goals of education in democracy that the 
schools have assumed this task at all. (71) In turn, 
school health education is but one aspect of the 
overall official health responsibilities of the schools, 
which include health protection and improvement 
and are a composite of: (1) healthful school living, 
(2) health and safety education, (3) direct health 
services, (4) physical education and athletics, and 
(5) education and care of the handicapped. (72) 

In this welter of responsibilities for the health and 
safety of its charges, and in competition with the 
schools* awesome overall responsibilities, it is 
hardly surprising that health education, as such, has 
achieved the same low priority in schools as it has * 
in the larger society. A society that relates to health 
primarily in terms of crises around illness is unlikely 
to expect a creative emphasis on health and on 
prevention of illness from its schqpls. 

School health education programs developed from 
the classical Greelc' Hnkage of health, hygiene, and 
physical activity to become the physical education 
coir^)onent of the elementary and secondary school 
curricula. Health education itself is a relatively 
recent addition to the curriculum and was given 
formal encouragement in 1917 by the identification 
of health as the first of Seven Cardinal Principles of 
- pducation. At that time, physical education teachers, 
trained formally in exercise and hygiene, were called 

ERIC • 21 



upon to add health education to their skills, and 
school health education has been — in the main — the 
responsibility of the gym department ever since. (73) 

Despite an increasing awareness on the part of 
school educators that health education requires spe- 
cial curricula. and teaching skills, it still remains an 
amorphous area and is rarely ^^iewed as an integral 
or even essential part of th^j curriculum. (74) 

With other critics of school health education, 
Aubrey identifies its progiammatic weaknesses as: 
(1) inadequate training of teachers, (2) lack of enr 
forcement of mandatory state regulations, (3) re- 
sistance and apathy of teachers, (4) iudifference 
among school administrators, (5) difficulties, in 
building _s.tud'*nt interest and'involvement, and (6) 
parental resistance and indifference. 

The variety of State teacher certifi(jation_require- 
ments and the curricular autgnoniy of 16,70P indi- 
vidual school districts throughout the Nation also 
militate against the adoption of innovative health 
education curricula beyond their point of ^origin in 
a single State or school district. As public education 
is currently organized in the United States, each 
State and/or school ''•istrict tends to reinvent the 
wheel for most aspects of curriculum; health educa- 
tion is no exception. 

A number pf conceptual, goal-oriented approaches 
to health education have been suggested. (75,76) 
Hoyman, for example, has identified a number of 
approaches to health curriculum planning and teach- 
ing based on existing data about how and why peo- 
ple relate to health and illness. To replace traditional 
textbook teaching on such traditional health educa- 
tion topics aSyfirst aid, consumer health, and so on, 
Hoyman suggests the organization of school health 
education to deal with such concepts as: the life 
cycle as it extends from generation to generation and 
"from conception to death; America's lifestyles and 
their relation to health and n.ortality; the ecolo^cal 
causal web of health, disease, and longevity; and 
so forth (see Chapter 4). 

Several States, notably New York and California 
(77), have instituted new health education curricula 
at both the elementary and secondai'y levels. Los 
Angeles' Project Quest reorganized the course of 
health education from topics to learner-centered 
goals and objectives, with preidentified behavioral 
outcomes for each learning goal. Foliowup studies 
of the effectiveness of the Project Quest approach 
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found overall increases ranging from 14.8 percent 
to 23.6 percent in all goals and at all grade levels. 
^ On the other hand, evaluation of a similar cur- 
riculum approacli yielded less encouraging results. 
Employing a standard health behavior inventory to 
compare (1) students' self-reported health behavior 
iii traditional and conceptual health education sys- 
tems and (2) longitudinal change after a .period of 
instruction among both groups, researchers in 
Florida found that the approach did not produce 
any significant changes in student reported-health 
_behavior^p^^^ a followup-stoay 

revealed Aat situdentsjA^ho-had-bee^ exposed to the 
^experimental'approach were no more knowledgeable 
than the average student. (79) 

Research findings about preventive behavior poiiit 
to the implicit difficulty of ichp,oicheaIth-cdLcati6ir' 
programs.^Adu!ts-at risE* to potentially killing illness 
tend to ignore these real threats to life in the face of 
a variety qfc public information campaigns and ex- 
hortations to action. Symptomatic adults often delay 
m the presentation of those symptoms to physicians. 
Painless procedures— such as X-rays, Pap smearj;, 
and blood pressure readings— are bypassed by sub- 
stantial proporUons of the population, eVen when 
accessibility and cost are not issues. Why, then, 
should childreh and youth^to whom the threats 
of illness can be of only minimal personal relevance 
—be expected to respond with interest and/or en- 
thusiasm to school programs and suggested behaviors 
only occasionally supported iniheir home and family 
life and nowhere validated by thr larger' society? 
School health education has become the whipping 
post for criUcs of liealth education in the United 
States. While many of the specific criticisms of 
school health education are justified, its inherent 
conceptual failings relate to a far broader problem— 
the perceived relevance and importance of health 
and iilness in the society as a whole. . 
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THE COMMUNICATIONS 
REVOLUTION 



Specialism . . . has fragmented the specialties them- 
selves. . . . The workers lose all sense of proportion in 
a maze of minutiae. 

—Sir >yiUiam Osier, 1910 



AN^ OVERVIEW OF THE COMMUNICATION 
PROCESS AND MASS MEDIA 

I 

On January 8, 1815, Andrew Jackson and a rag- 
tag army of irregplar troops defeated the British 
at New Orleans to give the United States her greatest 
land victory of the War of 1812. Impressive though 
it was, the battle of New Orleans was superfluous: 
The war had ended on Christmas Eve, 1814 — 2 full 
weeks before Jackson's triumph. (/) 

Six months later, in London, Nathan Rothschild 
was the first to learn that Napoleon Bonaparte had 
been defeated at Waterioo. However, rumors of a 
British defeat had sent prices on the London ex- 
change to extraordinarily low levels. Rothschild 
bought up stock at rock bottom prices, greatl> en- 
larging his fortune. (2). r^, 

As the second week of February 1942 drew to a 
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close. General Yamashita's army was well estab- 
lished on the islai\d of Singapore. The British con- 
tinued to resist, and as the Japanese'>ammunition 
supply dwindled, Yamashita reluctantly considered 
^vithdrawing his forces across the narrow causeway^ 
to the Malay peninsula. The British Commander, 
General Percival, knew nothing of this, however, 
and believing himself outnumbered and fearing the 
loss of his water supply, he sunendered. So it was 
that on February 15, 1^942, "the Tiger of Malaya" 
secured for Japan the greatest military victory in her 
history. (5). \ 

What, it might be asked, do these three historical 
episodes have in comm6n except the involvement 
of the British? In each case, the outcome was dct^'^r- 
mined by communication; the process of transmit- 
ting and receiving infqrmation. The process can be 
represented in the paradigm which appears in Fig- 
ure 2-1. This model was proposed by Shannon in 
1948 and most subsequent Communication theory is 
derived in part from his ideas. (4) Shannon identi- 
fied a message, transmitted' as a signal and trans- 
ported via a channel. The chaniiel might-be a news- 
paper, television, radio, film, or any of the other 
channels known collectively as media. The phrase 
mass media usually refers to those channels that are 
aimed at a general audience. 

In January of 1815, the U.S. Government was the 
information source important to Andrew Jackson. 
The Government message said that peace became 
effective on December 25, 1814. It was encoded in 
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written English and sent to the General by ? man 
on horseback/ the fastest communication channel 
then known. In this instance, however, the channel 
was notable to reach the receiver-destination (Gen- 
eral Jackson) in time to prevent the battle with the 
British. 

Rothschild, in contrast, benefited from access to 
an "advanced" commun:;:ation system (scid to in- 
clude carrier pigeons) that provided him with infor- 
mation about the battle^if Waterloo before the infor- 
mation reached the British Government. 

The Yamashita-Percival episode is more complex. 
Each wanted to know as much as possible about his 
opponent, while preventing the opponent from find-, 
ing out anything about him. Good intelligence would 
have provided both men with a sounder basis for 
their command decisions and, in Percival's case, 
might have altered the course of the campaign. 
Obviously, Yamashita would have worried less about 
his ammunition supply had he known of the water 
shorfagc facing Percival. In Percival's case, however, 
his decision to surrender was based on the erroneous 
assumption that he was outnumbered. 

AH messages are mediated by the respective fields 
of experience of transmitter and receiver, including 
social, cultural, conomic, and political influences. 
De Chardin (5) has defined jhese fields of experi- 
enee as the "noospherc"; in Shannon's model (Figure 
2-1) they appear as noise. Noise can be defined as 
the discrepancy between the transmitted message 
and the received message. (6) While noise may be 
considered' analogous to the field of experience of 
the receiver, it does not account for the field of ex- 
perience working on the origin of the message. To 
account for this, Schramm has modified Shannon's 



model along lines depicted in Figure 2-2. (7) The 
model now shows that when the fields of experience 
share a large common area, communication is 
readily achieved. On the other hand, if there is no 
overlap 'or common experience, communication is 
impossible. 

Neither of these comnuiiication models, however, 
provides for feedback: The source has no direct, 
rapid means of finding out how or whether his mes- 
sage is received. Thib problem of feedback accounts 
for the endless audience research efforts of the mass 
media, particularly the extraordinary influence on 
television of the famous Nielsen ratings. On the basis 
of the continuous monitoring of 1,200 families, these 
ratings are used by all three networks and form the 
b^sis of decisions to retain or drop individual pro- 
grams. (5) The Nielsen approach provides very lim- 
ited feedback; it reveals what people watch, but 
sheds little light on what people might watch if their 
choices were less restricted. At the same time, the 
Nielsen ratings play a major role in restricting view- 
ers' choices because the show that produces high 
Nielsen ratings invites imitators. Thus we have the 
cyclical domination of the television screen by shows 
of one particular type. As the seasons pass, west- 
erns give way to medical stories which are replaced 
by courtroom dramas which yield to police adven- 
tures which inevitably will surrender their dominance 
to yet another round of westerns. Meanwhile, the 
changes are rung on the variety show and the situa- 
tion comedy, with varying degrees of success. 

Communication models have been developed to 
incorporate feedback and to account for all com- 
municative acts from simple person-to-person con- 
versation to the complex interactions of groups of 
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people, and the still more complicated; process 
mass communication^ which imposes an.cnonnous 
organization on the communication chain. Osgood*s 

. model (Figure 2-^3) is a relatively simple one which 
stresses feedback and the unity of sender and re- 
cipient in the sense that each encodes, interprets, and 
decodes messages. (9) 

Each of thesQ models is of value in analyzing the 

" content of communication. Shannoif was first to 
delineate the essential elements which. he saw inter- 
acting^ in a transport process. Schramm added the 
\er> important notion of fields of experience while 
Osgood's mode^ stresses feedback and the essential 
bidirectionality o| the communication process. In 
Another model, Westley and MacLean (10) empha- 
. sized the different roles, inherent in the process and 
added ihc^important idea that the receipt of a mes- 
sage b> a feceive^ does not necessarily depend on the 
sending of that message b^ a single advocate. There 

^ are a number uf alternative models one might con- 
sider (77-75), but those presented here seem to 
be sufficient to pruCide both a conceptual context and 
a perspective for consideration of mass communica 
tic^n. In particular, each^of the modifications of 
Shannon's work adds to the importance of the re 
ccivcr or audience in the communication process. 
While Shannons paradigm implies a passive audi- 
ence* Cdch of the others provides a dimension which 
lends to p!act the audic.nce in a more active posture. 
The idea'^uf the active audience was forcefully pre- 
sented .b^ Zimmerman and Bauer.(y6), who demon- 
strated that people are highly selective in the reten 
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tion of communicated material and that 'they are 
most likely to retain information they believe to be 
congruent with the views of individuals with whom 
they will communicate at some future time. Bauer' 
presented additional evidence for what he called^ 
the "obstinate audience" in a later paper. (77) 

The impoi:tance of the selective, active audience is 
paramount. If people retain information congruent 
. with their own conceptions and views, comtpunica- 
tion techniques. cannot in ^nd of themselves induce 
behayior. Once robbed 9f its fabled omnipotence, the 
communications process can be seen realistically as 
one which relates people to each olhel: and in which 
people engage for reasons that Schramm has cate* 
gorized in Table 2^1. (75) Table 2-2. from the 
iame source, relates these objectives to the communi- 
cation tasks of any social organization. 

Research interest in communication accelerated 
coincident to American involvement in World War 
II, alpng wfth the widespread fear of subversion 
through enemy propaganda. This fear stemmed from 
a view of the media found in the work of Lazarsfeld 
and Merton. ^79) Their belief that once in cpntrol 
of the media, powerful interest groups could use 
them, to further thc*r pvvn ends, led to the so-called 
"hypodermic** view of media.^ This view held that 
once the message vyas injected, the audience was 
.upposed to respond as if drugged. The theory does 
not .hold up, of course, but ^s Klapper (20)' pro- 
posed in i960, mass communication may not have 
a direct effect, but it does exert a significant influ* 
cnce through various mediating factors. For exam- 
ple, thQ health education message urging people to 
have their blood pressure talcen is mediated by indi- ? 
vidual perceptions of personal susceptibility, the 
:>cveriiy ^ol the disease, the benefits to* be derived 
from acting, thel)arriers to such action (27), and 
probably a vague concept of the prevalence of 
hypertension. 

• In concluding this overview of the -communication 
.process and- mass media, it is important to note that 

TABLE 2-L The Ob^cdves of Communication 

' Sender's Viewpoint . Receiver's Viewpoint - 

1. Inform ^ I. Understand 

2. Teach 2. Learn 

3. Picase 3. Enjoy 

4. Propose or persuade 4. Dispose or decide 
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TABLE Methods of CoinmuolcaUoa in TVadltional iind Modem Societies 
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the discussion thus far has been restricted entirely to' 
the content or message of communication and how; 
it is transported, received, hnd responded to. In the 
discussion, w'nich follows, it is proposed that the 
effect of mass communication is derived not pri- 
marily from its content but rather from its capacity 
to accelerate the transmission of information. 

THE RliSE. OF SPECIALISM 

« 

Th*" Greeks communicated the nejvs of their vic- 
tory at Troy by lighting fires on mountaintops. 
African tribes used drums as a medium, the Amer- 
ican Indians perfected the smoke signal, and many 
youngsters will remember th^ the Count of Monte 
Cristo defeated one of his cD^l^h^s with the aid of a 
semaphore Yet these creative ans^rs to the prob- 
lem of human communication vvhen*sender and re- 
ceiver were beyond earshot simply footnote the gen- 
'eralization that from man's first 'appearance on earth 
until about 150 years ago, telecommunication and 
transportation were one and the same thing. Save 
for very short distances' covered in a spcint by 
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chariot or a horse and rider, the standard of tele- 
communication w^ the camel caravan, which began 
crossing desert ateas around 6000 B.C. at a speed 
of 8 rniles per hour. Jt' was A.D. 1784 before this 
speed was regularly exceeded with the advent of 
the horse-drawn mail coach, which averaged ap- 
proximately 10 mjles per hour. (22) In 1837 the 
invention of the telegraph ushered in the age of elec- 
tronic media and the speed of communication took 
^n exponential -leap from 10 miles per hour to 
• 186,000 miles per second. 

- The telegraph and its electronic successors not 
only sparked an explosion of information but also 
greatly enhanced our ability to store and retrieve 
knowledge^ a^n endeavor that began with the devel- 
opment of the renowned library at Alexandria dunng 
the Hellenistic period (323-331 B.C.). Through the 
Middle Ages, the laborious process of producing 
books was undertaken by the church. This gave the 
church ..a^vjrtual monopoly on reading skills and 
made the clergy the dominant profession until v/ell 
into the modern era (considered to begin with the 
'discovery of the New World at the beginning of the 
16th century). This bo^an to change, however, when 
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exactly. 400 years before the invention of the tele- 
graph, XJutenberg' invented movable type. Books 
could now be mass produced, and even circulated at 
10 miles an hour, they soon entered the public 
domain as familiar and , affordable items. The book 
offered every individual knowledge witliout an inter- 
mediary aiVd efforts to preserve the. theocratic^ in- 
formation monopoly through censorship and repres- 
sion did noUprove effective. Europe was turning out 
about a^housand titles per year by the middle of the 
15th cenfury. By the middle of the 20th century the 
*figur^-was nearly 12O',000 titles annually. (25) 

The. emergence of the book as a prime source of 
public information touched all areas of intellectual 
life— including, and perlfaps particuhdy, science. 
^^Uhough scientific knowledge was comparatively 
meager until well into the present century, it was 
neverthefess a potent stimulus to those exposed to 
it for the first time, and the ability of the cognoscenti 
to share information resulted in a rising level of 
scientific knowledge which, among other things, led 
to still more efficient methods of storing and dis- 
seminating knowledge. With the rapid expansion of 
the frontiers of knowledge came the need for spe- 
ciaTization. (24) The pursuit of^knowledge and 
ideas is a never-ending process. The more one knows 
of a field, the more there is to know. As a result, 
specialties become narrower and narrower and rep- 
resent an even smaller proportion of the total fund 
of knowledge. As this process continues the spe- 
cialist comes, as it were, to know more and more 
about less and less, and over time the gap between 
his general knowledge and tt^t of the lay public be- 
comes smaller. As his relative knowledge decreases, 
so deed the overalF societal value of the specialist, 
since his field of work applies to an ever smaller 
segment of the population. 

In the last 30 years, however, there has emerged 
a variant of specialism based not on occupation but 
on groups of people brought .together from various 
occupations around a common interest: what Pierce 
lefers to, appropriately enough, as "communities of 
interest " (25) Obviously, there is nothing new 
about people .having interests outside of their work. 
What is new, however, is the appearance of such 
people in ever larger numbers, the variety of their 
interests, and the breadth and dep'h of information 
rerdily available about these interests. 

The most clearly identifiable community of inter- 



est is probably the sports fan,' the follower of a team, 
the spectator. Baseball was the first mass spectator 
sport and the spread o| professional Igajns in the 
major leagues followed the *avS^bility oTlpeedy. 
rail transportation which made it feasible for teams 
from different cities to play each other on a. regular 
basis. Electronic communication ^played an equally 
important role in baseball's development by letting 
the home fans know hovf their .team was doing on 
the road. This sustained interest in the game and 
stimulated the sales of newspapers - carrying the 
results/ ^ ^ ' 

The ^ports writer emerged as a specialist "within 
journilism^, an expert to keep ,the fans informed aiid 
to interpret the events, he reported. Yet when one 
seeks to'identify, the basefall fani hdPcanriot be cate- 
gorized by educational fcvel, union membership, a 
particular skill, or any specific point of view. This 
^s so because the fan population cuts across demo- 
graphic lines and is ever changing. 

People develop and lose interest over time so the 
community of those interested in the sport is quite 
fluid. GrOXips of people find in baseball different 
points of interest: Amateur statisticians love its ca- 
pacity to generate trivial data; small boys find in it 
a source of heroes; and increasingly it has become a 
lucrative occupational model for black and Latin 
ycuth. (26) Small boys, data buffs, and blacks may 
have little in common except baseball,, but this data 
interest alone identifies them as a community, a 
target consuming population for those who sell news- 
papers, publish sport magazines, or manufacture 
atWetic equipment. 

It is a central argument of this essay that the 
development and proliferation of communities of 
interest since the end of World War II are functions 
of the growth of mass communication, especially 
television, and that the juxtaposition of interest com- 
munities and occupational specialties creates con- 
sumerism. , 

CONSUMERISM: THE MESSAGE OF THE 
MEDIA 

Nearly all the households in the United States 
have ai least one television and these receivers are 
in operation some 6 hours per day or 42 hours per 
week. A typical citizen spends 15 hours each week 
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exclusively watching television, mor^ time than he 
spends doing anything else except sleeping or work- 
ing. (27) On any given day, 65 percent of the 
U.S. population spends some time watchir^»j tele- 
vision, and over a 1-week period (he figure rises to 
87 percent. (28) The 1975 Super Bowl football 
game attracted no less than one-halL of the entire 
population between 5 and 65 years of age (29), and 
an average prime time (8 p.m. to 11 p.m.) viewing 
audience approximates 40 million people. Cnildren 
spend an inordinate amount of time in front of the 
small screen. It is estimated that by the time a child 
graduates from high scliool, he or she will have de- 
voted some 22,000 hours to television but only 
* 12,000 hours to formal education. (30) 
- Not only do people spend vast amounts of time 
watching television, their vjewing habits seem, to 
have little to do with education, income, race, or 
other demographic characteristics. Indeed, one of' 
the most remarkable things about television' is its 
uniform penetration of all segments of the pcpula- ^ 
' tion. In an extensive survey carried out in 1970, 
Bower (31) found that lower-income people watch 
more television than the affluent but that if one con- 
trols for income, viewing habits do not\ar>' sig- 
nificantly with education (although the better- , 
educated complain more about what they watch). 
These findings. ara supported by the work of Green- 
berg and Dervin (32) , who found also that apparent 
racial differences in viewing habits vanish once in- 
come is held constant. Other findings: Television 
ownership is unrelated to income "(unlike other forms 
of media), and lower-incoqie persons are more likely ' 
to rely on television as their principal source of 
information. Others have pointed out that. disad- 
vantaged children spend twice as much time watch- 
ing television as more affluent children. (33) The 
preference for television among low-income people 
substantiates the claim that television is unique 
among the mass media in that it does not disfranchise 
the poor\ (34) 

Television's >critics have blamed it .for, all kinds 
of social ills, but its proponents r^ard it as the 
pulse's only meanS^? keeping abreast of the infor- 
malW^wcpI^n^ (35) Those who argue that the 
' "effects oNriass'xommunication ^re trivial point to 
studies that demonstrate that people are more likely 
to be persuaded by other people than by media and 
that the role of mass communication is essentially 
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entertainment — at best harmless escapism (36), at 
worst an opiate -of 'the people controlled by powerful 
forces intent On defending their own interests.. (37) 
Nevertheless, in spite of these disclaimers, people 
continue to- behave as though mass communication, 
particularly television, does indeed exert a great in- 
fluence on human behavior. Advertisers happily 
spend $214,000 for each minute of commerciaKtinie / 
during the Super Bowl broadcast. (38) Politicians f 
jockey with^ each other for television coverage and ' 
spend millions on JY spots. Parents and psychia- 
trists have been^fighting a running battle with the 
networks for years over, the content of commercial ' 
messages directed a^ .children. (39) 

Debate over the effects of'television is blurred by' 
a tendency to equate television with advertising: 
Thus, politicians try to buy elections through clever 
use of- television; advertisers attempt to subvei;t 
children by means of endless commercials; and the 
banal content of. television programs is attributed 
to the dictates of Madison Avenue. While each of 
these arguments is backed by much substantiating 
evidence and each is probably correct to some degree, 
this preoccupation with commercialism \obscures . 
what undoubtedly is television's most important 
contribution. Television, for better or for v^orse, has 
given the entire American populace a common dat^i 
base: All Americans— bank presidents, stevedores, 
an(l rural tenant farmer^ alike — nov/ share a vast 
pool of ubiquitous identical information. 

In Understanding Media, Marshall McLuhan [^40) 
argues that .the growth of political units spanning' 
large geographic areas is dependent on a communi- 
^ cation system capable of keeping the seat of govern- 
ment informed of happenings ^t the periphery. The 
acceleration of information flow tends to reinforce 
centralism. Influence begins to shift from center to 
periphery, however, when information moyes so 
fast that there is po knowledge gap between the 
periphery aiid the central authority. The simultane- 
ous existence of the same information everywhere 
at the same time creates a world **whose center is 
everywhere and whose margin is nowhere ... on 
Spaceship Earth there are no passengers, everybody 
is a member of the crew." (41) 
* Television seems to have created such a universal 
information system largely because it is, the first 
^ medium to appeal to those whose normal sources of 
information are nonprint sources, almost always 
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word-pf-mouth. However, the system falls somewhat 
short of McLuhan's description. Up to now, because 
of high production costs and the need for large 
audiences to attract advertisers, television program- 
ing has been designed to appeal to what its critics 
refer to as "the lowest common denominator." As a 
result, the general data base provided might be 
likened to the Rio Grande River: It is a mile wide 
and an inch deep. For example, the women's rights 
movement is brought to public attention in news- 
casts 'and programs that portray the issues in the 
simplest possible terms. Advertisements deal with 
the subject indirectly — almost subliminally — by 
showing father changing diapers (the product adver- 
tised) while mother is at work, or by citolling the 
benefits of life insurance for working women. 

In addition to the need to appeal to a broad, gen- 
eral audience, television is also limited by its inability 
to transmit information that ^oes^not lend itself to 
visual presentation. Television is incapable of trans- 
lating, much of what appears in the' print media. 
Novels may lend themselves to a television treat- 
-ment, but many, if not most nonfiction works are 
difficult to present in a visual form. Another serious 
limitation is the problem of information retrieval 
and portability. The television image appears on the 
screen for 1/30 of a secondhand then is. lost fo'rever 
fr. all practical purposes.* Information cannot be 
retrieved; it can only be repeated. By contrast, books, 
periodicals, and newspapers are easily stored, and 
the mformation they contain is readily available. Tlje 
book is also portable. One takes a book along; 
one must go to the television receiver. 

In spite, or perhaps because, of these constraints 
and limitations, television has been«enshrined as the 
fountainhead of mass culture. If one accepts the 
definition of high culture offered by Shils (42), it 
is'jtlear that mass culture as it comes through the 
small screen is an aberration,, the retarded child of a 
sophisticated parent. Shils says "refined culture is 
distinguished by the seriousness of its subject mat- 
lei^ the centrality of the problem with which it deals, 
the acute penetration and coherence of its percep- 
tions, [and] the subtlety and wealth of its expressed 
feetTng." Television, on the other hand, is distin- 



♦This should not be interpreted to mean that such wi!! 
always b^Jthc case. Better retrieval methods exist today but 
are not in wide use. 
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guished by the extent to which if dilutes serious sub- 
ject matter, the peripheral nature of the problems it 
depicts, the superficiality and foolishness of its per- 
ceptions, and its all but total lack of subtlety. 
Despite this, one must agree with Shils' position that 
mass culture brings to the bulk of the population a 
dimension not present before television's emci- 
gence. (43) In addition to its silly programs and 
offensive commiJrcials tele^ ision exposes people to 
ideas and concepts the]^would not otherwise expe- 
rience. 

In the.midfortles, Lazarsfeld (44) postulated a 
two-step theory of communication, suggesting that 
the effect of mass communication is mediated by 
intervening opinion leaders who, in turn, influence 
those who look to them for cues. There is general 
agreement among students of communication that 
'this theory is greatly oversimplified (45, 46) and 
that people seek information from different sources 
for different problems. Beal and Bohlen (47) per- 
formed a major service when they summarized three 
dozen studies dealing with the process of adoption 
of new ideas or new products^ They 'identified five 
progressive steps, including the most relied upon 
source of information at each step. This was pre- 
sented as a table by Lazer and Bell (48) and modi- 
fied here as Table 2«3. The table demonstrates that 
the primary role of mass medians to create aware- 
ness and to generate interest, and that, people rely 
principally on the influence of peers and friends in 
the evaluation and adoption of information. It should 
be remembered, however, that notwithstanding the 
superficial Jevel of its effect, it is television's ability 
to generate Wareness and provide some inforiiTation 
which has resulted in the rising data base of society 
as a whole. 

When television became the dominant general 
medium, eachs^of its predecessors assumed a more 
specialized role.* Radio has iKicome^a background 
medium devoted to music' aiid news. The general 
interest periodicals like Life, Look, and the Saturday 



•McLuhan observed that obsolete media ten. to become 
art forms (!S>64. Understanding Media. Signet, p ixff). 
Comic books arc now quite acceptable as "pop art" and old, 
invariably black and white, films are regarded as pinnacles 
of the cinematic art. Similarly, black and white television 
shows from the late fifties are cited as paragons of enter- 
tainmcnt. Yet those same shows prompted Nev»1on Minnow's 
characterization of television as a "wasteland." 
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TABLS,2-3. Hie Importaact of Infonoaiion Somces Dnriog the Adoption Procev 
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Evening Post vanished and were replaced by such 
highly "specialized magazines as Psychology Today, 
Ms., and Money. It is to these specialized .periodicals 
that people look, after friends and peers, for infor- 
mation in depth. Newspapers play a dual role. A 
few, like the New - York Times, provide information 
- in considerable depth. Most local papers, however, 
provide litUe more than advertisements, gossip, fea- 
tures, sports, and comics. (49) 

Information in depth characterizes the evaluation 
9nd trial steps of the adoption process. Evaluation 
and trial represent a testing of the idea to see if it 
conflicts with the beliefs of one's friendship and peer* 
groups. In this sense, such individuals and groups 
represent the opinion leaders of Lazarefeld. How- 
ever, the evaluatpr influences friends and peers per- 
haps as much as they influence him. In other*words, 
every group has its innovators an^ early adopters. 
Oucc adopted, the idea becomes a part of the in- 
dividual's 5et of attitudes, opinions, and beliefs. 
Obviously, the friendship-peer complex is dominant 
\ here since ideas that deviate stronj^y from those of 
^ihe 1 ;ference group imply a shift to another group 
whose ideas are closer to the newly adopted ones. 

The friendship-peer complex of shafed opinions 
and ideas can be the beginning of the communities 
of interest which tend to develop in areas that affect 
large numbers of people. There is not much of a 
community of iqterest relating to physical chemistry 
or biophysics but these subject ^areas might be 
affected by the community of interest whose interest 
lies in social welfare and the allocation of resources. 
Social movements such as civil rights lor women and 




minorities represent the coalescence of communities 
of interest formed around more specific issues, such 
as jobs, education; br segregation of public buses. 
The existence of ^ community of interest docs not 
imply universal or even majority acceptance of its 
point of view. The movement to change children's 
television is backed by one of the most 'pojivcrful 
communities of interest even though, accoiding to 
the Association of National Advertisers, 82 percent 
of mothers like- children's television just the way 
it is.^ (50) What matters is the relative neutrality 
or indifference of those outside the community of 
' interest. Even if we are to believe the advertisers, 
the finding has relevance only if this 82 percent were 
actively opposed to the desires of the active minority. 

The development of communities of interest is a 
major stimulus to the growth of all/media. The car- 
riers of information play an important role in keep- 
*ing consumers in touch with each other. Between 
1950 and 1970, telephone juse surged upward, with 
the steepest increase in toll calls and oversells calls. 
The mails grew steadily but less spectacularly over 
the same period. (51) The community of interest 
demand for information and the emeigence of the 
paperback greatly stimulated the publishing business. 
Almost 6000 new books in new editions appeared 
in 1945, a figure wjiich had increased sixfold by 
1970; (52) Today a successful book need re*ach 
only a small segment of the population. Its Appeal 
to a particular community of interest will usually 
assure sufficient sales to realije a profit. Th^ numbei^ 
of periodicals rose from about 6800 in 1950 to more 
than 9000 in 1970. (53) While magazines like Time 
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and Newsweek captured the more affluent profes- 
sional and managerial heads of household (54), 
there >yere plenty of readers of the more specialized 
periodicals such as Black Enterprise (with a circu- 
lation of 1.6 mWMon),, Apartment Life (2.0 million), 
Scienttfic American (2.3 million), and Prevention 
(4.6 million). (55) The growth of these various 
media occurred coincident with the spectacular 
growth of television, which began around 1950. 
Indeed, Maisel (56) has pointed out that the maxi- 
mum growth of television occuned between 1950 
and 1955 and that between 1955. and 1970 the 
growth rate of television was actually less than that 
of other media. (56) 

The fundamental role of television in our society 
has been to provide all segments of the population 
v/ith uniform exposure to new ideas and information. 
This process facilitated and was itself facilitated by 
rising edufational levels which increasingly included 
(pjnorities and women as. well as traditional white 
male constituents. (57-59) Television has revolu- 
tionized communication by letting people see events 
for themselves rather than learri about them only 
thrqugh the descriptions (which may or may not be 
objective) of others.. This, plus the ubiquity of the 
medium and its electronic speed of transmission, 
makes it increasingly difficult for Government, in-^ 
dustry, or other interest groups to promote a uni- 
lateral pomt of view with any degree of success. 
The ^rime exaniple of this is the war in Vietnam. 
Even though government achieved partial control 
over what would appear on television by restricting 
the geographic bounds of onsite camera crews, it 
proved impossible in the end to convince the public 
that involvement in Southeast Asia was vital to oUr 
national security. How could Washington ta^k of 
ending the war wRen each nightly newscast showed 
rice fields, villages, and provincial capitals changing 
hands on a regular, almost ritualized basis? 

As communities of interest develop from infor- 
mation first seen on television and complemented 
by specialized media, they usually begin to use the 
same. media channels in their attempt to influence 
the behavior of govcmjnent. For exaoiple, the pur- 
pose of many, if not most, demonstrations is to get 
television coverage. Newspapers, periodicals, ^and 
books deal with the issue^in depth while telephones 
and the mails are used to maintain contact between 
individuals on both sides. 
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. As communication between them increases so does 
the public's expectation ox government. The public 
becomes kss tplerant of government secrecy and, 
in the face of increasing demand for information by 
the various communities of interest, secrecy is diffi- 
cult to achieve. The Watergate scandal is a Ciise in 
point. Far from being satisfied by th^ almost daily 
revelations concerning this unfortunate episode, the 
public continued to demand more and more infor- 
mation until finally the specific demand arose that 
the President be impeached. At this point, the com- 
munity of interest became a consumer interest giroup* 
Consumer interest groups develop from commu- 
rijtres of interest and theyr^goal is to alter the serv- 
ices or products produced by a^specialty group in a 
way that benefits the consumer. They evolve natu- 
rally from the data base built up by the parent in- 
terest community. The successes of the consumer 
movement, although less than some would have, 
hoped, have been impressive. In the late 1960s, 
ab uMO years- after the rise of television, a number 
of » major consumer bills were passed by the Con- 
gress and signed into law. These included: the Fair 
Packaging and Labeling Act, the Child Protection 
Act, and the TraflSc Safety Act (1966); the Flam- 
mable Fabrics Act (1967); the Wholesale Meat Act, 
the Consumer Credit Protection Act, the Interstate 
Land Sales Full Disclosure Act, and the Wholesale 
P-ultfy Products Act (1968); the Radiation Control 
for Health and Safety Act (1969); and the Poison 
P-evention Packaging Act (1970). In 1960 no State 
had pn office of consumer affairs; in 1973 - all 50 
States had such offices as did 25 counties and 110' 
cities. (60) 

Bil's introduced into Congress in 1975 include 
legislation to create a Federal consumer protection 
agency, to provide a national no-fault auto insur- 
ance law duplicating those now oper'ating in 15 
States; to facilitate class-action legislation; to req^iire 
proof of advertising claims; to require public dis- 
closure of results of mandatory testing of manufac- 
tu-ed products; and to assist States and local gov- 
e'rments in the establishment of better consumer 
g-ievance machinery to handle small claims. (67) 

Tlie* most venerable of our institutions have come 
un^der consun\er scrutiny. No school may deny stu- 
dents or parents access to student records under the 
so-called "Buckley Amendment" which took effect 
January 1, 1975. (62) College athletics are under 
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pressure for^slighting women. {63) Students file 
suits against th^ir colleges on grounds of deceptive 
advertising, to reverse expukfon orders, or to force 
the resclieduling of canceled courses. {64) Educa- 
tional program requirements are changing to make 
things easier for the student-consumer. A ^eleviaon 
f series called "The Ascent of Man" became in effect 
an off-campus course as more then 200 colleges 
pffered credit to 25,000 viewer-students. (55) A 
major New York college offered" a program short- 
ening the time it takes to become a physician from 
8 years to 6 years after high schpol graduation and 
promptly followed this w h a similar program to 
shorten the pathway into law. {66) On'September 
20, 1974, an Albany, New York, man became the 
hrst American to earn a bachelor's degree without 
any college credits at all. The degree was awarded- 
by the State University of New York after 9 years 
of -self-study and successful completion of various 
qualifying examinations. Total cost to the student 
was only $400. {67) 

Not surprisingly, television itSvIf is a perpetual 
- target of consumer attack. A program dealing with 
the sexual mol(istation of a 14-y ear-old boy was 
jjjected by several slatiojas not because irate parents 
.objected to the subject matter but because homo- 
sexual rights groups felt the program was unfair. 
{68) The Federal Communications Commission 
(FCC) voted in 1974 not to renew the licenses of 
three Alabama television stations because of citjzcns' 
charges that the stations discriminated against blacks 
in hiring and programming. (69) In the United Na- 
tions, Communist jfnd Third World countries have 
called for.woridwide regulation of television because 
of the global implications of satellite communica- 
tion. {70) t 
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Most health professionals regard mass communi- 
cation as antithetical. to beneficial health behavioi. 
Somers stated it succinctly when she wondered 
whether lifestyle modification was possible with "so 
many Value-producing forces, including television 
advertising . . . lined up on the other side." {71) 
The cipse identification of television with the ad- 
vertising industry is largely responsible for this, view. 



and there is much (o suggestjhat it is well founded. 
In a study of fifth- and sixth-grade children, *Lewis 
and liwis (72) found that 208 children 'believed 
70 percent of 781 commercials and that low-income 
children were, mdre ^ credulous than their more 
affluent classmates. . .> ' 

Televisipn"messages rarely if ever mention health. 
They are directed instead at incorporating the de- 
sired behavior, for example, se of vitamins, 'into 
. ihe prevailing stereotypes of the child's worid. Thus, 
ads aimed at giris focus on l>eauty and popularity' 
while those directed at boys stress sizeVpower, noise, 
and speed. (75) Small children have no conpept of 
commercials and tend to regard them as part of the 
program. {74) While credence in commercials de- 
clines., rapidly as the viewer gets older (75), the 
poteiitial for deception is^always present in jthe tele- 
vision commercial. Schwartz {76) points out that 
the visual dimension of television ads can prbducc 
an effect quite .unrelated to, their verbal message 
when, for example, they leave a child with \jhe 
impression that aspirin is something he should taj^e 
to have a good time. A public service ad *«poftso}ed 
by Mars candy in a children's show correctly iden- 
tified plaque as the cause of tooth decay and urged 
the viewers to team up with the toothbrush and the 
dental floss, the enemies of plaqi^e. About $300,00a 
was invested in tlic ad which never mentioned any 
connection between the formation of pl^ique and 
the consumption of candv. (77) Diet soft drinks 
advertised as having only two calories per^l^nounce 
can also contain up to 108 mg. of sodium. (75) The 
latter fact is never mentioned, but has serious impli- 
cations for the obese hypertensive on a low-salt diet. , 
The health behavior of lay people is heavily in- 
fluenced by the physician, who is himself the target 
of a^lvertisers A^shing to persuade him to endorse 
a particular product. Over a 10-ycar period, McN^l 
Laboratories (a subsidiary of Johnson and Johnson) 
has promoted' the analgesic Tylenol to physicians 
who often recommend the product by name to their 
patients. (79) As a result this once obscure over-, 
the-counter prep, jtion is now a serious challenger 
to such sales leaders as Anacin and Bajfer Aspirin. 
What makes this technique so advantageous is its 
cost: Tylenol spent less than $2 million in adver- 
tising in contrast to Anacin's $29 million and Bayer's 
$20 million. No doubt encouraged by Tylenol's suc- 
cess, Pfizer has established a new division to focus its 
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efforts on the pharmacist rather than the public, (80) 
Studies linking bad habits of one kind or another 
to television have not taken the controversy out 
of television's rble in either health or the society as 
a whole. For ex^ple, does television really induce 
reliance on medip^tidn when the medication adver- 
tised is aimed either at such trivia! complaints as 
dandruff or badbreath, or such non-illnesses as 
"tired blood" 'or^the old one-two"? No one realiy* 
knows, but the value qf the information can be 
judged by the results of a week-long study of health , 
^ information on television in which Smith et al. (57) 
found that while only 7.2 percent of time was de- 
voted to health-relate^ content, 70 percent of the 
material presented was inaccurate, misleading, or 
both. 

One of the, most impressive things about adver- 
tising is the amount of money spent on it. The 
United States spent* $23 billion on advertising in 
1972, nearly 2V4 times more than the combined 
, total of the next five countries. (52) Of this total, 
$4 billion went to television advertising. This is 1.4 
times the combined television advertising expendi- 
tures of the other 62 countries in the survey. At 
$110, per capita advertising expenditures in the 
United States approximate the per capita income of 
sofl^Third World nations. 

InT973, ajmost $200 million was spent on cigar- 
^ ette advertising. Yet sales were sufficiently high that 
advertising expenditures of $22 million for Winston, 
the leading brand, cost the R.f. Reynolds Company 
only 5 cents per carton sold. (83) During 1973, 
Warner-Lambert and Wamcr-Chilcott' spent $142 
million to promote such products as Super Anahist, 
. di'omo-Scuze^r, Listerine, Gelusil, and Sinutabs. 
Schering-Plough spent $52 million on Di-Gel, Cori- 
cidin, St.' Joseph Aspirin, Av & D Hemorrhoidal 
Suppositories, and other products. (5^) All to- 
gether the 21 leading drugs and cosmetic manufac- 
turers spent $1.2 billion on advertisin^ in 1973. 

In contrast, the first year authorization of $7 
million for the National Health Information and 
Promotion Act o| 1975 is approximately 30 percent 
the amount spent to advertise Anacin tablets. Even 
in the most ambitious health education campaign 
ever launched, antismoking television commercials 
were outnumbered four-to-one by cigarette adver- 
tisements. (85) Food manufacturers ^ITa processors 
also spend vast su.n? on advertising. General F^^., 
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for example, spent $180 million in 1973. Fast-food 
chains are rapidly expanding their advertising efforts, 
as witness, McDonald's $47 million promotion 
budget for 1973. (56) Much, 5f not most, food 
advertising is devoted to high carbohydrate snack 
foods which can be properly considered antlhealth. 

Television acivertising can cost as little as'$l(X) 
or less for a 30-second local spot or as much as 
$30,000 to $50,000 fora 30-second national spot in 
prime time. (57) For that price, however, the adver- 
tiser is \irtually guaranteed an audience ^of 10 to 14 
millionf It is indeed a sobering thought that the entire 
$7 million first-year, authorization for the National 
Health Information and Promotion Act would pur- 
chase only 70 niinutes of prime time television. 

One might ask what manufacturers hope to, gain 
from advertlLi..^. The answer is, less than might be 
expected. For example, V:'inston, the best-scUing 
cigarette, commands only 16 percent of the total 
market and spends more than $22 million annually 
just^ to maintain that position. With more than 20 
competing brands, Winston does not aim for an 
mcrease in market penetration of 25 percent, 10 
percent, or even 5 percent. The manufacturers arc 
in fact delighted with a 1 to 2 percent sales mctease. 
(55) A 1 percent gain is worth $16.5 million in 
sales. Even for ^hc slowest seller in the R.J. Rey- 
nolds' line. Vantage, a, 1 percent increase will pro- 
duce $1.3 million in additional sales. Similarly a 2 
percent increase in the market for the assorted 
products of Schering-Plougli means more than $7 
million, in sales. These modest sales increases re- 
quire only that about 1 percent of the Nation's 
52,000,000 smokers respond favorabl> j the adver- 
tising campaign. With such a respon'^ the ad cam- 
paign will be considered a success, even if it offends 
the v^st majority of the viewing audience. 

The modest return expected from product adver- 
tising is in marked contrast to the expectations of 
those who have used media to alter heaUh-related 
behavioi, Seidenfeld (59) expressed disappointment 
that eyen after Government information campaigns, 
only 25 percent of the public had received the entire 
series of four polio shots while 60 percent had had 
at least the first of the series. In a similar vein, 
0*Keefe (90) administered questibnnaires tp 621 
college students and 300 people from a general 
popujation to explore attitudes toward smoking re- 
sulting from, the antismoking commercials on tele- 
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vision. He^ too, was disappointed. He found that 34 
percent of students were smoking less as a result 
•of the .commercials and that 22 percent had stopped 
smoking altogether, at- least temporarily. Robertson 
et al. (91) mounted a television campaign to en- 
courage automobile seat belt use. Five different 
commercials were shown in three communities over 
a 9-monm period. The five commercials \yere broad- 
cast a total of 943"times. When compared, with the 
controls, the group which had been exposed to the 
commercials^ showed no increase whatever in seat 
H^l 1^1?^^ Hi spke x)f J]ic fact.that.the com- 
mercials were written and produced by an advertising 
agency which "had a record of success in advertising 
commercial products.** 

The'failure of mass communication to please these 
viewers is related to advertisers* failure to recognize 
two fuudampntal principles of using the media to 
induct behavior change. First, one's goals must be 
realistic {md therefore limited). Second, one must 
not lose sight of the intsjielationship between dose 
and duration. If advertisers are pleased with 1 and 
2 percent sales gains, it seems unreasonable for health 
people to exoect a 100 percent success rate or even 
a 25 percent success rate. Indeed, our knowledge 
of this area is so meager that it is probably inappro- 
priate to define success at all until trial and error 
suggest what is and is not possible. In this "regard,, 
the sustained use of television and other media to 
encourage behavior change relating to weight, diet, 
smoking, and exercise has shown some promise in a 
health education experiment being conducted by 
Farquhar and MacCoby. (92) After 1 year, their 
results suggest that use of media, though far less 
effective than face-to-facc contact, does help to 
stimulate beneficial behavior change. 0*Keefe was 
dissatisfied with reactions to antismoking commer- 
cials, but he never id^*.ntified what percentage he 
would have considered adequate, and it is difficult 
to define success without a clear idea of failure. In 
addition, his survey was carried out before the pnti- 
smoking campaign reached its peak. In fact, one can 
make a strong case for the success of the aniismoking 
commercials. Whiteside (93) points out that at their 
peak in 1970, the antismoking commercials were 
accompanied by .a noticeable decline in per capita 
cigarette consumption. In addition, cigarettes contain 
somewhat less tobacco now than they did in 1970 
and tar and nicotine content have also declined.' 



Klore smokers (80 percent) have tried to stop smok- 
ing than ever before, and there is a marked ti'end> 
toward assuring nonsmokers a 4moke-free environ- 
ment. Ne^ York Cjy and the State of Oklahoma 
have recently passed ordinances banning smoking in 
elevators, .supermarkets, and other public buildings, 
2nd nonsmoking sections are now. a regular part of 
'air transportation. There were so many contributory 
factoirs in the smold:^ .situation that it is folly to 
ascribe all of these chaaxes to the television cam- 
paign. Yet the fmporitancc of this most ambitious 
effort cannot be overlooked: The fact remains that 
smoking was in a decline while the antismoking ads / 
were funning and began to mcrease again pnly after 
they /Stopped. * 

Ihe antismoking campaign exemplifies the un- 
portance of the dose-duration relationship. The ads 
began in 1967 and continued for armost4 years, 
accompanied by stories and articles in the print 
media. As advertising campaigns go, this is not very 
long, and the impact'of the commercials was becom- 
ing apparent only as they were leaving the air. The- 
only health education campaign thai approaches the 
, antismoking effort is the continuing publicity about 
cholesterol and heart disease. This effort is largely 
inadvertent/ uncoordinated, diffuse, and general, but 
it- has been in existence for almost lO^years now 
and has played an important^ part in steering dietary 
habits away from foods with high saturated fat con- 
tent. Thes^ dietary changes probably played same 
ro^e :n the recently observed downturn in deaths due 
to heart disease, although the specific causes of this 
decline are unknown. 

•How long must a campaign be continued to be 
effective? Again, we do not know. Sustained efforts 
hz\'z: been few and there is simply not enough data 
available to allow tlie kind of analysis ^needed to 
reach a rational conclusion. The five messages used 
in the 9-monlh seat belt campaign may well have 
failed because of dose, duration, or both. First, 9 
months is probably not long enough tojnduce seat 
belt use no matter how persuasive the software. 
Second, actual exposure during^the 9-month period 
was rather marginal. Tlie commercials were shown 
943 times but only 187 or 20 percent were shown 
duririg prime evening time when- males are most 
likely to watch. In fact, male use of seat belts was 
even less satisfactory, than that of females in this 
study. 



It IS also likely that the use'of five very'different 
messages oyer the relatively brief 9-month period 
allowed too little time for the full imp^tct of any one 
message to manifest itself. Television is poorly spited 
for information Retrieval, ^and for this/reason the 
same' message must b^ repeated over/and^ over 
again.* No doubt different mes^ges appeal to dif- 
ferwit groups; within the target population. 'In other 
wprds, there is a pool Of susceptlbles for each mes- 
sage, and the optimum use. of a message calls for 
its repetition until the susceptible^pooljs.exhausted. 
WHile scare techniques are no doubt les^ ^ective 
than ^peer pressure, it'^does not follow that peer 
pressure is the right approach for the entire popula- 
tion. In all probability, each of the five api>roaches 
to encouraging seat belt use reached a segment of 
the population; the question is. How long does a 
message have to .run to exhaust its particular audi- 
ence? This is not known, but when the message is 
shown and who is watching at that time obviously 
have some bearing. 

Assessing the effe^ of a television advertising 
^ampaign on alcohol misuse, Louis Harris and As- 
sociates (94) pointed outi;that one of the problems 
of television advertising is that only 60 percent of 
adults drink but ads.cannot be placed to reach^only 
di^inkers. lliis is another way of stating a fourth 
pnncipl6: Television is a general medium and can- 
not be directed with great precision at a particular 
population group. Particular television programs do 
have identifiable constituent audiences. (95) It is 
possible to separate out viewers of specific programs 
by age and sex, sometimes by race and income, but - 
not by health risks. Do alcoholics watch different 
shows from nondrinkers or do they watch what 
other people of their age and sex watch? It would 
be of great value to know more about the specific 
television habits of the poor in view of the fact that 
television is their ^preferred medium and the best 
way to reach them short of face-to-face contact. 

The American people spend $U.5 billion annu- 
ally for health proble-is arising from cigarevte smok- 
ing: (96) Yet Congress, which is obviously con- 
cerned with the costs of health care, continues to 

^ In advertising directed at children, the repeU.ion of the 
message is a positive advantage, because the childhood view- 
ing population is continually changing through the addition 
of nev^ viewers to th^ audience base and the subtraction of 
those entering older age groups. 
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provide^ pnce supports forVobacco in amounts 'that 
have greatly increased over, the past 10 years. (97j ^ 
This contradiction was pointed out in an editorial, 
appearing in tfie Journal of the An^erican Medical 
Association, (98) In thf^^imdslxti'es; . each dplljir ' 
spent on cigarettes was ^iv(ded in agproximatdyi the 
following way: tot^acco' companies 34^; Federal ^ 
Government 190^State and local ^governments IIv^; 
distributors and retailers 11^; wage earners In fac- 
tories 130; foreign producers 4^; domestic tobacco 
• farmers 70. (99) Aside from the tobacco cqmpanies 
themselves, therefore, t^ousraids of fanners and 
wage earners depend on the use. ot tobacco products. 
The tax monies generated by tobacco^es at~the 
local, State and Federal levels would presumably 
have to be raised elsewhere if the tobacco source 
ceased to:exist. One might argue that if we were 
free of the cost of sickness arising, from cigarette- 
induced disease.s, the tax money would not be missed 
anyway, perhaps. But moiues saved because of a 
lower incidence of disease would not necessarily or 
even probably find their way to -the services and 
activities now supported by tobacco taxes. 

The cholesterol ^publicity ^mentioned, above has 
produced a marked decline in egg consumption. Be- 
tween 1972 and 1973, for exampje, a 5 percent 
decline in egg consumption reduced the profits of 
egg producers by $30 million. (/OO), Blaming biased 
researchers employed by their rivals, the cereal 
manufacturers and the producers of polyunsaturated 
oils (101) y the egg producers counterattacked with 
advertisements containing the somewhat misleading 
statement that "there is absolutely no scientific evi- 
dence that eating eggs in any way increases the risk 
of heart disease." (102) It should be remembered, 
however, that this is the response of people who 
must balance a very real threat to their livelihobd 
against someone else's estimate of a possible health 
threat to a statistical population. 

Removing harmful products from the market by 
means of publicity campaigns or Congressional pres- 
sure IS not easy, and the enormous sums of money 
required to make the most effective use of television 
would seem to put this communication tool beyond 
the means of public health agencies. Direct pressure 
on the television networks probably would involve 
constitutional problems that are best avoided, but 
one successful approach is that already carried out 
in the antismoking campaign. The Federal Core 
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munication^ Commission decided that the fairness 
doctrine applied to cigarettes and that because of 
the health hazard antismoking meSiS^ages were needed 
to counterb'alancc cigarette -advertising. This, how- 
ever, was a special^ situation and the FCC cannot,, 
be espc'-tcd to take such action when matters less ' 
clear-cuf than smoking are at issue. Public service* 
messages' are a valuable tool, but their value is 
limited. For example, the $570 million made avail* 
able for public service campaigns in 1974 by the 
Advertising Council (103) was about 14 percent 
of the total amoiint spent on television advertising 
in 1972. Also, public service time must, be divided 
among a host of public service interests such as pre- 
vention of forest ^es, cleaning up^ the environinent, 
and soliqitation of funds for a number of nonprofit 
concerns. There is no doubt that health workers 
should regard the Advertising Council as a source 
of assistance, but with the need for sustained effort 
over many years, the utility^^of this assistance " is 
strictly limited. ' ' ' 

A solution to this problem might be the creation 
of a mechanism through which the people who 
spend $23. trillion on advertising annually will simul- 
taneously pay for the dissemination of health. infor- 
mation. In the fall of 1974, the U.S. Congress en- 
acted legislation that liberalized regulations concern- 
ing the development of tax-sheltered retirement plans 
for the self-employed. Banks immediately began to 
advertise on television and in the print media to 
inform the public about the new legislation and^ to 
urge them to u^^ their banks in setting up a retire- 
ment plan. The Federal Government h^d no need to 
publicize the new law; the banks who stood to 
profit from the law readily undertook the task of 
disseminating information about if. 

This bnngs us to a fifth principle. Because of the 
nature of media in the United Stgtes, it is easier to 
introduce a beneficial product into the economy than 
it is to remove one thai is harmful. Removing such 
a product is difficult when it affects the economic 
well-being of a special interest group;. it is even 
more difficult ^when those who A^ould benefit from 
its removal cannot be identified readily. For ex- 
ample, most smokers do not get lung cancer and 
while those who arc destined to do so would perhaps 
"benefit from the removal of cigarettes from the 
market, these individuals cannot be identified be- 
forehand Risk is tantamount to uncertainty regard- • 



less of the strength of its statistical association with 
disease. ' o ^ 

Perhaps the best way for health agencies to en- 
hance the cause of consumer health education 
through the resources of advertising is to provide 
the advertiser with an endorsement usable in pro- 
moting the product. The endorsement., of Crest 
toothpaste by ,the American Dental .Association 
'helped make 'Crest the^ best-selling toothpaste and 
stimulated the manufacture of ether toothpastes con-, 
taining fluoride. .If such a system were to be more 
widely used, enddrs^ products would have to be 
reviewed periodically as a requirement for continued 
endorsement. Endorsement would dej^nd on the 
validation of beneficial claims and a determination 
that the product was free of other harmful ingre- 
dients. Most diet sodas, ior example, would' be cer- 
tified with qualifications because their high sodium 
content is a hazard to hypertensives and thus dimin- 
ishes tiiT value of the fact that they contain only 
two calories per can. Recently' introduced choles-^ 
terol-free«egg substitutes would seem to deserve en- 
dorsement unless they are found to jcontain some 
harmful ingredient. In addition to egg white, vita- 
min D, and nonfat dry miik, egg substitutes^ contain 
some 14 other ingredients, each of which would 
require evaluation. 

The concept of realistic goals suggests that en- 
doisements be given not only for beneficial products, 
but also for those that are less harmful than others. 
For example, smokers who cannot quit should be 
encouraged to smoke brands low in tar and n 'cotine. 
It is true that there is little hard evidence present 
that low tar and nicotine cigarettes reduce any of 
the health hazards associated with smoking, but lack 
of evidence is no excuse for paralysis. As Chalmers 
so aptly puts it, "Once a physician believes that 
therapy may be effective ... or that its beneficial 
effects definitely outweigh its deleterious side effects, 
he is compelled ... to use such therapy until con- 
vinced that it does not or will not work.'* (104) 

The endorsement approach could Have a number 
of beneficial effects:- It could stimulate the devel- 
opment of beneficial products and put harmful com- 
peting products at a disadvantage; it could increase 
general knowledge about health as new products 
related to health were Jntroduced; and it could help 
to enlist previously unavailable monetary resources 
in^the cause of health. 



Communications Revolution/19 



*The idea of product endorsement is similar to 
legislation presented tb the 94th Congress w^iich 
would authorize the National Bureau of .Standards 
to te$t products and release the results to consumers. 
Manufacturers would be permitted to use the re- 
sults in advertising if they so desired. (705) Pre- 
sumably some of the products tested under this pro- 
posed legislation would be health related. 

Meeting the costs of the certification process de- 
serves careful study. It is certain, however, that a 
direct traiisfer of funds from the potential advertiser 
to the certifying body is. highly undesirable. Instead, 
the endorsing agency should be one which enjoys 
the highest possible prestige and is totally free of 
ties to advertising or business interests. TThe medi- 
cal specialty societies sc:m -to be" the best choice, 
primarily because, as wc will see in the next chapter, 
the forces of consumerism tend to move the con- 
sumer closer to the physician and the endorstr role 
in this context becomes another way to overcome 
the adversary stance of organized medicine and 
consumer groups. 

The final principle is that television is the most 
effective communication technology available to 
health education because it is one of the best ways 
to reach low-income groups. The importance of tele- 
vision implies that optimization of its potential should 
be one of the highest priorities ' of health providers. 
This is far from the case at presdnt. Much of the 
problem has been"financial> but even with a system 
of endorsements, better use of the Advertising 
Council, Federal inte^ention, or some other mecha- 
nism to help health agencies make more use of 
television, health providers will need greatly im- 
proved communication techniques. 

If health education is ever to have a major in- 
fluence on the health status of the American popu- 
lation, it must use television, particularly if it is to 
reach those people who have the most to gain from 
additional knowledge of beneficial heaUh behavior. 
Much cah.be learned from the advertisers who long 
ago learned that telling pcople'that a product is good 
for them is not always the best approach to safes. 
For example, the only reason for the existence of 
a cholesterol-free egg product is that the absence of 
cholesterol is beneficial to the consumer and yet the 
advertisements downplay this aspect 'and emphasise 
the similafity between, their pr6duct and the real 



thing. In other words, they are selling eggs, not 
health. 

The fact is th&t we do not know the most effec- 
tive way to bring specific health messages to public 
attention, and the experience of general advertising 
is probably of limited value. Advertisements often 
promise easy solutionis for everything from greasy 
.dirt to bad breath. Much health education, on tlie 
other hand, often asks people to change their life- 
style and give up ingrained habits to jeduce risks 
and perhaps forestall or prevent events that might 
or might not Owcur at some future 'time. To cope 
with this problem, we need to experiment with a 
number W approaches and, as has been suggested 
(706), evaluate them formativcly as well as sum- 
matively. By carrying out sample surveys using al- 
ternative messages, we could determine the best 
approach to various population subgroups before 
the campaign ends. In this way, -effective techniques 
could be introduced into general use as soon as they 
are identified. 
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QUALITY IN MEDICAL CARE: 
CONSUMERISM AND CAl^UCEUS 



'7 die by the help of too many physicians,** 

— Alexander the Great,^323 B.C. 

ORIGINS QF THE HEALTH CONSUMER, 

"OuF immediate problem has therefore two as- 
pects,*; wrote Abraham Flexner, "oi\ the one. hand, 
to strengthen the^e •[belter] institutions ... on the 
othec to crush out the mercenary concerns that trade 
on ignorance and disease." (7) Flexnei^s 1910 re- 
port to the Carnegie F6unJ|tion ledio the closing of 
proprietary medical sdjoels and to the establishment 
of a. scientific^basTior medical education. Flexner 
empha^iized high standards . qf accreditation, the 
. ^ interdependence of clinical medicine and the basic 
, sciences, and the desirability ot medical school affilia- 
' ^tion with universities. 

The closing. Qf j5roprietar> institutions and .the 
, rapid development of the university-based medical 
'school had far-reaching effects. Medicine became 
*the dominant arn: of biological science, and its New 
tonian approQcb lo the workings of living organisms 
produced a vast amount of new knowledge of health 
and disease. In the field of therap^tics, the on- 
slaught against bacterial diseases led to their eclipse 
as the major killer^ and the »».wreasing availability of 
vaccines meant that at least some of the therapeuti- 
cally^ intractable viral diseases could l^e prevented 
altogefFier. Infants and small children were the prin- 
cipal beneficiaries of success against infectious dis* 
eases and the decline in death rates among the very 
young leid to spectacular increases in average life 
cxpcctanc) from 54 years in 1920 to slightly more 
- than 71 yfc^rs by the 1970s. (2) 

The trend to specialization greatl) accelerated as 
. knowledge expanded. By 1973, the once-predomi* 
, nam general practitioner comprised less than 15 
percent of the total physician population and, in 
addition, was less well trained and older on aver- 
age than his colleagues. (J) 

Meanwhile, the eclipse of infectious diseases left 
medicine to grapple with conditions of a chronic 
nature which, in contrast to infectious diseases, arc 
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often lifelQng in duration, largely progressive and 
• irreversible^ ..9lusteKamong middle age-.and older 
person^) and^alJoye alU require long-term continuous 
care. They are further characterized by high inci- " 
dence and prevalcfhce and by high^mortality and mor- 
bidity. They are treated on a symptomatic Tjasis 
because causation^ is poorly understood. The goal of 
therapy is to^ control, maintain; and. rehabilitate; 
cure is xarely possible.. ^ * ^ . 

The rise of sci'ehtifTc medicine and the eipergence 
of chronic Xliseasp^ requiredjhe development of sup- 
port personnel to assist in paiient care and in re- 
search. By the late 1960s, physicians comprised only 
10 ^e^rcen^ of the Nation's liealth workers; physic 
cians, dentists, and nurses ^together accounted for 
less th^n 40 percent of the ^otal.*(4) Support per- 
sonnel became Increasingly specialized as the hospi- 
tal becamp the epicenter of health care. If one con 
siders bifA, marriage, the birth of children, and 
death to bt the signal events erf life, the hospitaPs 
role in 'all but niafriage iestides to its importance 
in the community. Until very recently, the historic 
roots of the hospital in the interconnected trilogy 
of religion, charity, and philanthropy permitted the^c 
institutioni> to pay very low wages to all personnel,* 
including physicians in internship and residenc> 
training programs. In consequence, there developed 
a ver> wide gap between earnings of the top health 
professionals (physicians, dentists, administrators, 
and so on) and middlc*level personnel and a smaller 
gap between* the middle and the relatively unskilled 
lower levels. Of the 4.7 million workers in the health 
uidustry, about 60 percent fall into this lower level 
of seryice and clerical workers. (J) 

The establishment of the American Medical As- 
sociation (AMA) in 1847 marked the completion 
of the.professionalization of the American phybician. 
In a running battle against quacks and competing 
therapeutic systems which has never ended, the 
AMA emerged as the nation's most prestigious and 
powerful liealth organization by the beginnmg of 
the 20th century. By the time of the Flexner report, 
it was promoting higher standards in mcoica! edu- 
cation together with a reduction in the number of 
practitioners. (6) The movement of the medical 
schools to a university base was accompanied by a 
reduction in the numbers of bta(;ks and women 
enrolled. (7) Moreover, the growth of ancillary 
personnel resulted in a coiiC'.ntration of blacks in 

33 



Z^/Toward an Educated Health Consumer 

low paying health service jobs. Blacks accounted for 
22 percent of the practical nurses, 25 percent of the 
orderlies, and 19 percent of the health aides in 1970. 
In contrast, only 3.7 percent of physicians were 
black and the figure for registered nurses was even 
- worse at 2.1 percent. (5) Although the vast majority 
of health workers are women, they comprise only 
10 percent of the physicians and over 90 percent 
of the nurses, dieticians, dental hygienlsts,' and 
. • health workers. (9) 'White wome?n thus occupy the 
middle-level jobs while black women arc concen- 
trated at the lower ievels. 

Rising admission standards and limited medical 
school seats meant that physician .output did not 
keep pace with demand as hospital utilization soared. 
The number of short-term general hospitals increased 
only 14. percent between 1950 and 1972 while ad- 
missions per 1,000 population increased 50 percent. 
(/O) To meet the manpower demands of chronic 
disease care, the United States became an importer 
of physicians. In 1973, 44.5 percent of all newly 
licensed physicians were foreign medical gradu- 
ates and the number of licenses issued in that year 
exceeded by 35 percent the total number of living 
black physicians ever licensed. (//) Admission of 
minorities and women to medical school has greatly 
increased since 1969, but less progress has been 
made by minorities in nursing and other middle- 
level professions. In most large urban centers, hospi- 
tals represent a major source of employment for 
the poor and the poorly educated. Existence of a 
vast number of low-level support personnel drawn 
from marginal elements of the population surrounds 
the physicians and other high-level professionals with 
a lar^e, but often restless and dissatisfied, labor 
force in a relationship of total interdependence. 

This large nonprofessional group of low-level 
employees is an important source of specific health 
Information to the communities from which they 
come. Needless to say, in an industry as vast as 
health, the content of information flow often has 
little or nothing to do with disease tut deal^ also 
with facilities, organization, fmancing, utilization, 
and manpower as well as communication between in- 
dividuals relating to decrepit hospitals, long waits, 
high costs, or crowded waiting rooms. 

A prominent journalist recently described the 
death of his wife after cardiac furgery. "My wife, 
Julia, is dead," he wrote, . . last summer she 



became, tragically and horribly, a one-line item in a 
category lacking accurate statistics . . . whose . . . 
victims have give^n rise to the saying: *The surgery 
was a great success— but the patient died.' " (12) 
The author had been an observer of the health 
scene for years and had written a book entitled 
The Plot Against the Patient 8 years eariier. His 
article in a popular periodical expressed the view that 
his wife's case had been bungled largely ^because of 
medicine's lack of interest in patients and its ex- 
cessive interest in technological virtuosity. 

This critical article is characteristic of a prevailmg 
view of the health industry presented by the media. 
The general dissatisfaction is au^entcd by the 
seemingly endless- upward spiral of costs, as indi- 
cates in Table 3-1 (13, 14)^ coupled with (discour- 
aging data on mortality and morbidity, as shown in 
Table 3-2. Although per capita expenditures on 
health rose some* 350 percent between i960 and 
1974, the change in health status of the population 
* was minute. The crude death rate hardly budged, 
' from 9.5 per'l,000 in i960 to 9.4 in 1972. (/J) 
To make matters worse, the stability of the crude 
death rate during this period obscured the fact that 
, the death rate for young adults' (ages 15 to 44) 
actually rose slightly. {16) Each dollar spent for 
health buys less and less in terms of longer lives 
and less illness. Indeed, on the basis of data from 
the 1960 census, Auster and his colleagues (/7) 
concluded that each 1 percent increase in quantity 
of medical services brought a reduction in mortality 
of 0.1 percent. The situation is summarized graph- 
ically in Figure 3-1. 

This graph is slightly modified from one presented 
by Fuchsy(75) It suggests that we are presently at 
point A,(where additional dollars spent have very 
litt!^ efTjCCt on health status as measured in terms of 
mortality and morbidity. Growing concern with this 
state of affairs has focused interest on efforts to 
achieve a higher benefit-to-cost ratio than is cur- 
rently the case. The fact that much higher levels of 
productivity are possible, as experienced at point B 
at lower levels of health status and expenditure, has 
intensified the sense of frustration among Govern- 
ment officials, health planners, and informed con- 
sumers. At point B, one realized greatest incremental 
change in health status for each dollar spent, that is, 
ma;cimum benefit per unit of cost or maximum mar- 
ginal product. It is worth noting that maximum 
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TABLE 3-1; HealOi Exi^iidlfares for Selected Yc«rm 1950-74 ^ 





Tolal Amount* ■ 


Consumer 


Per Capita^ 


% 




Year 


Expenditures* 


Expcnditji^c 

$78^ 
^42 


GNP 




1950 


12.0 1 ^ 


8.4 « 


4.6 




1960 


25.9 j 


18.8 


5.2 




1965 


38.9 


28.0 


/198 


' 5.9 




1970 


68.1 ! 


40.9 


/ -328 


.7.1 




1974 


105.2 


50.0** 


/ 496 


7.8 





•In billions of dollars. 
••1972. 



TABLE 3-2. TVends in Mortality and Morbidity, 1960-72 



AvcragCL Life Expectancy at* ^ 


1960 


19^5 


1970 


1972 


age 20 white male 


50.3 




50.3 


- 50.5 


' black female 


50.1 








age 40 white male 


31.7 




31.9 


32.1 


black female 


32.2 




34.2 


34.0 


age 50 . white male 


23.2 




23.4 


23.6 


. black female 


24.3 




26.3 

i 


26.1 


restricted activity days** ^ 


16.2 


16.4 


14.6 


16.7 


bed disability days** 


6.0 


6.2 


6.1 


6.5 


work loss days** 


5.6 


5.7 


5.4 


5.3 



•Mortality data are for I97I. 
••Diyj per person per year. 

benefit-ptr-cost is not equivalent to maximum healtn 
status, the latter being the point at which the line BC 
turns flat, that is, point C, where no further increase 
in health status is possible (given current technology 
and practice). Fuchs points out that from the stand- 
pc^int of the allocation of societal resources, dollars 
spent should not go beyond the point at which the 
social value of an additional increment to health 
equals the value to society of the additional dollars 
required to obtain that iijcrement. Since such social 
optima are exceedingly difficult to identify in ♦he 
real world (especially in the health^care indus.r>. 
where perfectly competitive markets do not exist), 
the relationship of our actual health expenditures to 
their optimum level is unclear. In any case, the data 
cited above indicate that we are approximately at 
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point A. Obviously, we would prefer the level of 
productivity represented by point B, and this desire 
to achieve improved health stabs with lower ex- 
penditures is widely r^flectied in the mass media and 
in Government debate over legislation related to 
health. 

With health expenditures approaching 10 percent 
of gross national product with no visible improve- 
ment in health status, it is not surprising that health 
has attracted public notice as never before. Health 
is news and no health matter is too private for full 
public disclosure. It was not always so. President 
Grover Qeveland underwent surgery for oral cancer 
in July 1893. The procedure was carried out in ut- 
most secrecy aboard a yacht owned by one of his 
friends. The extreme secrecy was justified because 
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CONCEPTIONAL RELATIONSHIP BETWEEN 
HEALTH STATUS AND HEALTH EXPENDITURES, 
MIDDLE NINETEEN SEVENTIES 




DOLLARS SPENT 



Source: Modified from V.Fuchs, Heoith Core ond the 
United Stotcs Economic Syttem, 1972 

nGURE 3-1* 



"What the consequnces would have been had it 
been known at once we can only surmise and 
shudder." (19) When rumors ^appearcd in the press 
2 months later, they were vigoi;ously denied by the 
principals involved, including th^ chief surgeon. 

During the last year of his presidency, Woodrow 
Wilson was mentally incapacitkedv by a stroke for 
2 months during which time a cloalbof secrecy was 
wrapped around the White House, an^ the country 
was run by Mrs. Wilson and the President's physi- 
cian. (20) The secrecy surrounding illnesses en- 
dured by national leaders was peeled away in the 
1950s when President Eisenhower's health prob- 
lems were widely publicized. However, during the 
presidency of John F. Kennedy, unconfirmed rumors 
of his various illnesses were ignored by the admin- 
istration and de-emphasized by the press. In con- 
trast, the mental health problems of the wives of 
Senator Edward Kennedy and Prime Minister Pierre 
Elliott Trudeau of Canada were openly discussed in 
the press, along with the phlebitis of former Presi- 
dent Richard Nixon. Even a perfectly normal presi- 
dential physical examination appears on page one of 



the N^ew York Times. (21) Throughout most of 
the fall of f974, the public was given lengthy news 
coverage of the breast surgery of two famous cancer 
patients, the wives of the President and the Vice 
President The trend'^to reveal all types of health 
problems for public view has been deplored* as 
"medical voyeurism," (22) but breast surgery had 
hardly left thq, front pages before the Ne^w Jork 
Times followe3'^ up with an article concerning the 
extent of unnecessary surgery. (23). This article 
appeared in the press 4 days before its publication 
in the New England Journal of Medicine. (24) In- ' 
. deed, it is no longer uncommon for medical news 
to reach the public before it reaches the scientific 
community. The results of a study finding that two 
drugs used to lower serum cholesterol had no effect 
on the mortality experience of victims of previoiis 
myocardial infarction appeared in the lay press al- 
most a week before their publication in the Journal 
of the American Medical Association. (25, 26) 

.Increasingly, the press and television look to the 
health area as a fertile source of news. Feature ar- 
ticles cjesqrjh^ low cholesterol diets for children 
(27); news articles cover such items as artificially 
inflated antibiotic prices (28), efforts to increase 
enrollment of women and minorities 'in medical 
schools (29), and intramedical debates over the 
allocation* of research monies. (30) Psychiatry is 
criticized for its high costs and meager -successes 
(3I)\ fraudulent research is fully described (32); 
and a television show covers primate research in the 
field. (33) Above all, covera/;c of health care costs 
is a constant theme in all print media and in tele- 
vision. 

The cost question is the stuff around which com- 
munities of interest develop. Rising health insurance 
rates, increased out-of-pocket expenses, and apparent 
abuses in various sectors of the health care system 
make ^ealth a major concern of the American 
people. Even the poor and the uneducated are better 
informed than ever on the subject by virtue of the 
fact that vast numbers of them are employed in the 
health industry and because of the constant televi- 
sion coverage to which they are exposed. 

Consumer interest in health takes^ three forms: a 
noticeable trend to do-it-yourself medical care, 
efforts to orient medicine more toward the con- 
sumer, and demands for legislation to contain cost 
at no sacrifice to quality. 
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Young people have led the do-it-yourself move- 
ment. At one large New York City bookstore, more 
than 70 titles were on display in January 1975, all 
bearing titles like The People's Handbook of Medi- 
cal Care, The Home Health Handbook, or How to 
Understand and Treat Your Child's Symptoms. Most 
are tull of anatomical diagrams, lists of symptoms, 
and sections on amateur diagnosis. Some are very 
successful In 1970, the Boston Women's Health 
Book Collective prepared Our Bodies, Ourselves, 
a compendium on female health ,andi-scxuality. It 
^ proved so popular that it was bought by Simon and 
Schuster in 1973 and may well become £f perennial 
seller. 

Meanwhile, general interest in healll\^is so strong 
that, do-it-yourself blood pressure machines devel- 
oped by a California manufacturer are scheduled for 
installation in drugstores, schools, department stores, 
banks and supermarkets. (34) The Metropolitan' - 
Life Insurance Company is now promoting, for some 
kinds of insurance, a doctorlcss, virtually all-elec- 
tronic physical examination that lakes only 20 min- 
utes. (35) An interest in cardiopulmonary resusci- 
tation (CPR), growing out of increasing awareness 
of the value of emergency assistance to heart attack 
victims, is increasingly Erected to gaining compe- 
tence in CPR. Thous&nus of Americans, including 
housewives and high-school students, have taken 
CPR courses in recent years. (36) 

Efforts to orient medicine more to the position 
of the consumer take several forms. First and fore- 
most is a quest for information useful to the con- 
sumer-patient. Denenberg's A Shoppet's Guide to 
Health Insurance, compiled while he was Insurance 
Commissioner of Pennsylvania, rates the 25 largest 
health and accident insurance companies doing busi- 
ness in that Stale. Using a rating system based on 
'financial stability and loss ratios, Denenbcrg down- 
graded 15 of the 25 with the simple conclusion that 
. they "do noi rank as good buys." (37) The most 
* prominent of consumer periodicals. Consumer Re- 
ports, has published numerous major articles re- 
lating to health in recent years. Subjects seldom cov- 
ered before, such as laboratory tests, are now 
described •ahd their high cost criticized. (38) The 
New York Public Interest Research Group issued a 
pamphlet during 1974 listing physicians in one of 
New York*s boroughs and stating 'their fees, house 
call policy, hospital affiliation, and acceptance of 
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Medicaid reimbursemelit. Physicians who refused 
to provide^ this infonnation were listed as "unco- 
operative.*^* (39) Similar publications exist for 
Hawaii; Springfield, Illinois; and Prince Georges 
County, Maryland. (40) A major news magazine 
ran a forceful story warning, the reader against in- 
competent practitioners, lax Slate licensing boards, 
and unnecessary surgery, concluding with advice on 
how to choose a physician. (41)^ 

Beginning in 1972 and extending throughout most 
of 1973, public attention was focused on a 40-year^ 
study of 431 poor black men from rural Tuskegee, 
Alabama, who were denied treatment, for syphilis 
between 1932 and 1972 to enable researchers to 
learn more about the natural history of this disease. 
They were denied treatment even after, a simple 
reliable cure ,for the disease, penicillin, was intro- 
duced in the midforties and in spite of an Alabama 
- law enacted in 1927 which required treatment for all 
citizens suffering from syphilis.' (42-45) The Tus- 
kegee study generated much discussion, inside and 
outside the medical profession, on the ethics of 
human experimentation. Other studies came under 
public scrutiny, including a hepatitis study that used 
mentally retarded children as subjects (46), and the 
public learned that such studies while not the rule 
were far from being exceptions. (47) Ip the scientific 
.literature, Curr^n (48) pointed out the need for an 
adequate system of regulation for long-term studies 
and Weinsiein (49) questioned the ethics of random- 
ized clinical trials. Bok (50) challenged the very 
basis of drug trials by raising doubts about the 
ethics of placebo use, and Ingelfinger mentioned the 
desirability of the nonphysician ethicist in medicine 
"in view of the ethicist's increasing influence with 
jurists and legislators dealing in medical matters." 
(51) 

Questions of ethics led quite naturally to con- 
sideration of assurances of quality and competence. 
As eariy as 1965, the courts had established the . 
principle that the administration of a hospital can 
be held responsible for the competence, of the staff, 
and even the American Medical Association is in- 
creasingly critical of the apathetic performance of 
State boards of medical examiners in guarding the 
public. (52) In California, where the consumer 
movement is strongest, the State board is part of 
the State's Department of Consumer Affairs. Here, 
between 1969 and 1973, 387 physicians lost their 
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licenses, had them suspended, or were otherwise 
disciph'ned. In contrast, Nc:v York, with about 2,000 
more physicians than California, took action against 
only 58 during the same period. (53) Only 15 
States identify incompetence or malpractice as 
grounds for revocation of licensure, while 28 States 
make no mention -of either. (54) Yet times are 
rapidly changing. Several State medical societies 
require evidence of continuing education for re* 
newal of membership; New Mexico and Maryland 
require proof of continuing education for relicensurc, 
and others are considering similiar legislation. (55) 
Pressure is growing for the inclusion of lay members 
on State boards^ and no State is free of the growing 
influence of consumer activism. 

In 1959, the National League for Nursing pro- 
duced the first declaration of the rights of patients. 
(56) In the climate of the seventies, it is not sur- 
pnsing that such* bills of rights aie now common. . 
The American Hospital Association brought out its 
. version in 1972 (57) and many hospitals have 
^ adopted it, often in somewhat modified fo^rm. These 
riglits, ^12 in numb^rv have been criticized as being 
paternalistic, unrealistic, and drawn up without suf- 
ficient consumer input. Nevertheless, five of these 
rights are of crucial importance to consumer and 
'professional alike. These assure the pafient*s rights 
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• Obtain information on diagnosis, treatment, and 
prognosis in terms he cr she can understand. 

• Obtain information necessary to give inform<fd 
consent prior to operations, procedures, or 
treatment. 

• Refuse treatment. 

• Be assured of privacy. (Patient consent must be 
obtained if he or she is to be the subject of any 
conference or teaching exercise.) 

• Refuse to participate in human experimental, 
tion. V 

THE LEGISLATIVE INITIATIVE ' 

In the present climate of consumer activism it 
seems certain that some form cA national health 
insurance will be enacted witliin the next few years. 
Legislative initiatives related to national health in- 
surance have already produced significant new laws 
in the past 3 years, and their combined impact 



p;«mi.ses to be as profound as Flexner's report of 
1910. The legislative clilnate was set with,ther«iw L 
actment of Medicare ac(i Medicaid in 1965. ThsseT 
two amendments to the Social Security Act (Titles 
XIX and XVIII, respectively) now cover apjproxi- 
mately 30 million people, and the Federal Govern- ' 
ment pays more than half of all their health care 
costs. Medicaid, was to cost $258 million anpually 
according tcrits proponents in tl^. Johnson Adminis- 
tration. In 1974, however. Medicaid cost 10.5 bil- 
lion dollars, half of which was paid by the Federal 
Government. (58) Faced with the cost problem 
noted, and under increasing pressure from the voters, 
Congress has now enacted legislation which goes far 
beyond Medicaid and Medicare to address the health 
delivery system per se. 

The need for some kind of cost control mechan- 
ism that would not compromise the quality of care 
was apparent in the early seventies and the clamor 
for accountability was growing within medicine as 
well as outside it. (59) While a detailed discussion 
of the following legislative acts is beyond the scope 
of this paper, each is relevant to the consumer, to^ 
consumer health education, and to quality of care, 
and will be briefly presented from these perspec-: 
tives. 

In late 1972, le^slation establishing' professional 
standards review organizations (PSRGs) jwas 
sigiied into law (PL 92-603, Title XI, Social Secu- 
rity Amendments of 1972). When fhey are all in 
place, PSROs will comprise a national network of 
about 1,000 physician-sponsored and -controlled 
organizations to review care provided in facilities 
receiving Federa^l reimbursement under Medicjid or 
Kiedicarc. The idea of peer review has been likened 
to the FCC turning over regulation of television 
broadcasting to NBC, CB?, and ABC (60), but the 
experience of the San Joaquin Foundation for Medi- 
cal Care, after which the PSRO idea is modeled, ^g- • 
gests that such an approach can indeed reduce the 
unnecessary hospitalization, unnecessary surgery, and 
redundant laboratory and radiologic examinations 
which have plagued Medicaid and Medicare. (61) 
In the San Joaquin situation, the costs of the peer ' ^ 
review system are lower than monies saved through 
review of hospitalization and diagnostic procedures, 
and the changes in praptice patterns this review proc- 
ess i ncouragcs. (62) It remains to be demonstrated, 
how:ver, that the ^timated $330 million the na- 
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tional PSRO system will cdst will exceeded by 
savings realized from reducing utilization of hbspi- ^ 
tals, especially since no one has any idea to what 
extent underutilization of hospitals is a problem in 
some parts of. the country. (65) 

PSROs may also initiate reviews of hospitalization 
covering pre-entry (prospective review), the hospital 
period itself (concurreift review), and the post- 
hospital period (retrospective review). (64) The 
review process must be based on the establishment 
by each PSRQ of norms, criteria, standards, and 
screens. * 

.From the standpoint of consumer informatipn, the 
most significant portion of the PSRO law is the ex- 
tent to which norms and criteria wiil.be subject to 
public disclosure.- Here, the law is ambiguous. Sec- 
tions llSS.a.3, 11S6X.1, and 1166.a all deal with 
^ publication and distribution of data generat£d 
through PSROs, but what information the public 
will be entitled to, if any, is the subject of much 
debate. Cfonsumer groups have been joined by the 
American Public Health Association in insisting on 
public access to all quality of care data. The AMA, 
in contrast, filed suit against the Federal Govern- 
ment to block implementation of the entire PSRO 
Act. (65) In all likelihood the real question is not 
what will be withheld but how secrecy will be main- 
tained, With 1,000 .PSROs and growing consumer 
dejnands, it is a virtual certainty that both norms 
and criteria will become public knowledge. They 
will 'Surely come out in malpractice actions and 
public disclosure may be required under the Free- 
dom of Information' Act. While release of informa- 
tion about individual patients cannot be condoned, 
publiif disclosure of norms and criteria will have 
far*reaching effects. Physicians complain that PSRO 
leads to "cookbook medicine," but the doctor's 
cookbook is the consumer's encyclopedia. Consider 
Table 3-3, which lists patient care criteria for acute 
myocardial infarction. It is a preliminary guideline 
developed by the American Society for Internal 
Medicine and published in the AMA News, (66) 
Regardless of the specifics of the criteria and varia- 
tions from region to region, this information pro- 
vides^he public with a standard against which medi- 
cine can be judged, a standard promulgated by ihc 
doctors themselves. 

Consumer groups will compare criteria from dif- 
ferent regions and it would not be surprising to see 



TABLE 3-3. An Example of 
. Pattent C&re Criteria 

CX)RONARY HEART DISEASE WITH ACUTE 
MYOCARDIAL INFARCTION 

L L Indication for. Admission - « 

A. §uspected or proven acute myocardial infarction 

B. Sustained anginal type»pain 

C. Increasing, frequency and severity of anginal at- 
tacks ' I . , 

D. Angina with development of new cardiac rhythm 
•E. Congestive.heart failure in^the presence of angina 

IL Length of Slay 

A. Range of 12-32 days 

B. Average 18.1 days- o 
in. Essential Services Consistent with Diagnosis ' 

• A. History 

1. IVpical chest pain with typical patterns of 
radiation 

2. Change in ar'^inal patterns 

3. Devel^ment of symptoms of congestive heart 
failure^ » 

B. Past History ^ . . • 

1. History of angina pectoris 

2. History of previous myocardial infarction 

3. Family history of coronary heart disease 

4. History of diastolic hypertensipn 

5. HI$t9ry of diabetes mellitus 

C. Physical Exam 

1. Hypotension or shock 

2. Significant change in heart rate 

3. Pallor 

4. Diaphoresis 

5. Evidence of congestive heart failure 

D. Laboratory Tests 
1. Usual Tests ... 



a clamor for adoption of a single set of criteria 
nationwide. The existence of public criteria will open 
the entirePSRO mechanism to extraordinary scrutiny 
and probably represents the source of potential dis- 
satisfaction that could deprive physicians of mastery, 
of their own destinies. In the end, it will be the 
collective patient that dictates terms. 

In 1932, the Committee on the Costs of Medical 
Care recommended the creation of voluntary, hos- 
pital-based, prepaid group practice plans (67); the 
health maintenance organization (HMO) concept 
was' thus stated for the first time. The growth of pre- 
paid group practice in the Unite^^^States has been 
relatively slow. Only about 5 milliorTAni^ricans are 
enrolled in HMOs; more than half of these are sub- 
scribers to the various Kaiser plans in Oakland, Los 
Angeles, Portland, Honolulu, Cleveland, and Den- 
ver. What they lacked in members, however, the 
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group pracUcc people compensated for by contri- 
^butioauo the jiedical care literature. The basic idea 
K^tlJat prepayment creates inceptives to control costs, 
thus eliminating unnecessary services while providing 
hign^-quality care equal to and perhaps better than 
that provided under a fee-ioi;;;scrvicc arrangement. 
A vast literature has accumulated, almost always 
taken from the plans, themselves or their $yippa- 
thizers, testifymg to the ability of prepaid plans to 
•provide quality at an affordable cost. ((55-75) 
Congress was sufficiently impressed tc pass the HMO 
Act of 1973 (PL 93-222). 
'^Medicaid md Me'dicare provided funds to cover 
the cost of care; PSRO -provides a mechanism 
through which costs and qcality are to be reviewed; 
and the HMO Act goes clie giant step forward in 
attempting to alter the organization of medical 
practice. There are two HMO models recognized 
by 'the Federal legislation: the Kaiser model and 
the San Joaquin Foundation model. The latter was 
established in 1954 in response to Kaiser plans 
to establish a prepaid group practice in the San 
Joaquin Valley. The San Joaquin Foundation also 
provided the., model around which the PSRO Act 
was developed. It is sponsored by the county medical 
society and combines consumer prepayment with 
fec-for-service practice. The medical society collects 
the premiums and reimburses tlv5 participating physi- 
cian jon a feej-for-service basis from a premium pool. 
Once the pool is exhausted, the fees step and the 
HMO must cover its own deficits. The incentive is 
obvious. Under the Kaiser model, physicians are 
salaried and most, if not all, care is provided in a 
single facility. The franers of the HMO legislation 
left out very little. All HMOs must provide sucff' 
benefits as physician services, in- and outpatient hos- 
pital services, necessary emergency care, diagnostic 
laboratory and radiologic services, therapeutic 
radiologic services, and a range of preventive serv- 
ices including family planning and infertility assist- 
ance. Beyond this basic beneht package, each HMO 
must operate on a prepayment basis u^ing a com- 
munity rating system and offer for at least 30 days 
each year a period of^pen enrollment. HMOs that 
meet these requirements are eligible for Federal 
certification. Such certification frees the HMO uom 
any and all, restrictive State laws goVeiiiing the estab- 
lishment or operation of group practice plans includ- 
ing those which prohibit adyertiTing^r costs and 



services. Most important, certified HMOs must be 
offered as an alternative health care package to em* 
plo'yee groups in any business employing more than 
25 persons. In effect, this provision requires that em* 
plovers advertise the existence and benefits offered 
by any and all local HMOs. This •'mandatory dual 
choice" provision is an mcentive to the HMO to 
seek Federal certification. 

According to Dorsey (74), the« original HMO 
legislation went too far and not far enough all at " 
the same time. He felt that the requirements were 
so stringent that they would have the effect of dis- 
couraging the development of HMOs because they 
were required to. provide .semces not provided by 
private competing msurance carriers. Because of the 
disparity of services, the monthly HMO premium is 
often in excess of the rate charged by competitors 
offering fewer services, and there is much experience 
to demonstrate that the premium charges of prepaid 
group practice must be competitive with existing 
coverage to attract members. This problem was also 
noted by consumer periodicals and in the profes- 
sional literature (75) and, in 1976, led to a reduc- 
tion in required benefits. MacLeod and Prussin 
expressed concern over the potential manpower 

\ demand implied by the growth of HMOs. Their con- 
clusion was that a projected increase of HMO en- 
rollees to 40 million people by 1980 would require 
almost 40,000. physicians, or 50 percept of the 
medical school output during the next 4 years. (76) 
An additional problem is that the wider range of 
benefits will tend to attract high-risk persons for 
,vvhpm thejiigher premiums are a bargain. Although 
St has been modified to protect the cpmpedtivcLposi- 

- tion of the H^Os, the 30-day open enrollment 
period and flie^community rating requirement mean 
that existing third party providers can offer lower- 
risk groups lower premiums based on experience 
rating, and ^eave the HMO with an overabundance 
o£ high-risk persons who can always buy. into the 

^ plan because of the required open enrollment period. 
In short, the very provisions of the HMO Act which 
would do most to reform the delivery system and 
^ benefit the consumer have the effect of impeding the 
growth of HMOs as long as the competition is not 
bound by similar requirements. In this context, the 
HMO Act is a case of consumerism working against 
the consumer. It actually rewards the provider of 
fewer benefits whose lower premiums serve to re- 
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strict the rctal advantages inherent in, the HMO 
concept. \ 

In January 1975, President Ford signed^into law 
the National Health Plannmg and Developnlent Act 
(PL 93-641) which combines the functions^of the 
Comprehensive Health Planning, Regional Medical, 
and Hill-Burton programs in a single planning 
agency. A system of local planning agencies no\v 
oversees the flow of Federal health monies into each ^ 
planning area and is responsible for the development 
of long-range plans to meet needs identified through 
the planning process. It is still difficult, even after 
2 years of health systems agencies (HSAs), to know 
what kind of impact this legislation will have, but it 
was clearly written to prevent unnecessary hospital 
construction and to encourage consumer participation 
in the planning process. Consumers, government offi- 
cials, and professional planners arc to be a majority 
on State and local planning boards, with providers 
forming a distinct minority. If the legislation proves 
effective, control of cons'truction of health facilities 
will pass out of the hands of health providers and 
into the hands o' a consumer-government partns'^r- 
ship The chances are good, however, that like the 
Comprehensive Health Planning program which pre- 
ceded it, thesf* H^As will sooner or later become the 
captives of medical and hospi.al interests. (77) From 
the consumer viewpoint, the HSA approach repre- 
sents an attempt to prevent future waste but does 
nothing to correct ^'xisting failures. It is consumer 
involvement without co'itent. 

It seems app'>rent that some kind of national 
health insurance is coming but when and in what 
form is uncleiar. Dozens of bilis have been introduced 
in Congress in recent years. The AMA proposes to 
rely on voluntary health ;nsurance with Government 
subsidizing premium costs for the poor. The more 
affluent would receive a tax credit under the AMA 
plan and a tax deduction under a variant ofli.ed 
by the Health Insurance Association of America. 
The Nixon-Ford Administration favored voluntary 
insurance with States paying prem»-ims for the 
Medicaid eligible, employers paying or employees, 
ancf Social Security picking up the tab for the .Medi- 
care population. 

Catastrophic insurance is advocated by Senators 
Long and RibicofT. Under this plan, illness requiring 
more than 50 hospital dajs or $2,000 in medical 
bills would be covered by Cocial Security. 
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Senator Edward Kennedy has been connected with 
a number of proposals. The Kennedy-Mills plan 
would have extended Medicare downward to persons 
below tho age of 65, while the more expensive 
Kennedy-Griffiths plan would have provided "womb- 
to-tomb" coverage under a single involuntary insur- 
ance program financed from general tax revenues 
and covering the entire population. By January 1977, 
Kennedy v(as promoting a third bill, somewhat simi- 
^lar to Kennedy-Griffiths, known as the Kennedy- 
Culman bill. Supported by organized labor, this bill 
combines extensive benefits with a financing scheme 
thai ties dollars available for health care directly to 
the Xtate of the economy as *a whole. AH of the pro- 
posaiSvare probably more expensive than the $133 
billion \pent on health under the existing system in 
1974. The Long-Ribicoff catastrophic proposal 
would .c^t least; the Kennedy-Colman^ bill would 
pcihaps^st the most. All would reduce out-of- 
po^k^t costs, and all but the two Kennedy bills rely 
heavil) on private insurance participation. Whatever 
emerges as the final bill will no doubt contain various 
features of its predecessors, and, like its predecessors, 
no doubt will be inflationary and stimulate congres- 
sional efforts to further control costs. Depending on 
Coinsurance provisions, Newhouse and his colleagues 
(75> estimate that national health insurance will 
increase demand for ambulatory care from 30 tj 
75 percent. Such an increase in demand' will drive 
manpower costs up dramatically, especially for 
physicians, whc. some feel, are already in short sup- 
ply, it is fruitless to Speculate further on national 
health insurance. It will provide more and better 
coverage for more people, it will be compatible with 
HMO, PSRO, and HSA legislation, and it should 
be of value in rendering moot some of the restric- 
tions that presently impede the development of pre- 
paid grout- practice. 

Federal legislation has been passed to encourage 
the education of more physicians and allied health 
personnel. The Health Manpower Act of 1968 re- 
quire i expansion of medical school enrollment. Its 
197: successor provided capitation grants to those 
schools meeting certain Federal criteria related to 
national physician manpower need*, this act (HR 
2956) was to be renewed in 1974 but was delayed 
until 1976. Among other things, this bill downplay^ 
direct enrollment increases in medical i^chools, while 
facilitating the transfer to America^ medical schools 
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of Americans enrolled in foreign medical institutions. 
The medical schools have protested this on grounds 
^ that it strips them of control of their own admis- 
sions;' but their dependence on Federal support 
makes it difficult for them to do anything about this 
vviolation of their autonomy. ' 

Legislation concerning health is rarely initiated by 
the medical profession. Similarly, the pressures for 
expanded medical school enrollment, reentry of 
Americans attending foreign medical schools, limi- 
tations on licensure, restriction of the entry of for- 
eign medical graduate£,*HMOs, PSROs, HSAs, and 
national health insurance all arose outside. of or- 
ganized medicine. To a great extent, neither the 
profession nor its institutions 'have effective control 
over consumer-backed legislation. Increasingly the 
posture of medicine is reactive. Medicine negotiates, 
modifies, and accommodates; it no longer initiates. 

Quality Assessment: Toward a PhysicIan-CoiLsumer 
Alliance 

Although the instrument was known previously, it 
was William Chamberlain (1540-1596) who first 
used the forceps extensively in obstetrics. The device 
was employed with great secrecy and passed from 
father to son to grandson. (79) William Chamber- 
lain's great grandson, Hugh (1630-c. 1703), was 
hauled before the Royal Society of Medicine, where 
it was demanded that he display the forceps for the 
inspection of his colleagues. So great was Hugh 
Chamberiain's desire to maintain his competitive 
advantage that he produced but one blade of this 
two-bladed instrument. Although such intraprofes- 
sional secrecy is frowned upon today (and probably 
would be impossible in any case), the story of the 
Chamberiains illustrates the point that the very 
existence of the professional provider depends on the 
differential in knowledge which separates him from 
the consumer. The consumer who achieves knowl- 
edge parity with the physician stands in a new 
relationship with him. ' « 

It has been a principal argurpent of this mono- 
graph that the narrowing of the 'knowledge gap be- 
tween physician and consumer is a result of con- 
sumerism arising from mass media, on the one hand, 
and the tread to ever narrower medical specialties, 
on the other. Recent congressional action has con- 
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^ firmed th . reduclioa of this gap by encouraging one 
type of practice a,t the expense of another in the ^ 
HMO Jaw and by requiring, through PSROs, the 
development of nbnhs and criteria of c^re which 
are destined for public disclosure. In passing". su^ 
legislation Congress and its consumer constituents 
are saying that health is too important to be' left to * 
physicians alone and that the wisdom necessary to . 
make beneficial changes exists largely outside the 
profession. 

It' seems apparent' that the availability of criteria 
such as those presented in Table 3-3 will lead quite 
naturally to the ultimate consumer question: What 
do the criteria have to do^with the fate of the patient? 
When consumers ask what they ca^i expect from 
medical care, they are asking about what is com 
monly referred to as "quality assessment" or "quality 
of care." Quality is whu investigators promise con- 
sumers more of when they ask for public money to 
support their research. It is also what HMO advo- 
cates claim can -best be attained through prepaid 
group practice, while fee-for-service practitioners 
warn that it will be lost if'they are paid in any other * 
way. 

Quality assessment is a central issue in medical 
care, and an understanding of its components is . 
essential for consumeiism. Without involving our- 
selves in debate over a definition of quality, we will 
instead begin our discussion with Donabedian (80)1 
who identifies three basic variables in quality assess- 
ment: structure, process, and outcome. 

Structure refers to the facilities, organization, fi- 
nancing, and manpower components that make up 
the health care system. It is assumed that care is 
better when certain, arbitrary standards, such as 
lic«.*isure of physicians and accreditation of hospitals 
and medical schools, are reached. Structure ii> thus 
directed to the attainment of an arbitrary standard 
of resource availability — so many board certified 
physicians, so many acute care beds, requirements 
for a specified number of continuing medical educa- 
tion hours, and so forth. The great attraction of 
structural considerations is that data are readily 
available. Disadvantages are many. For one thing, 
av»iilability of resources does not mean thai they are 
^accessible. For another, their existence in no way 
implies that the patient is likely benefit from them. 
Finally, belief in th^ assumed value of structural 
components can lead to the conclusion that all that 
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is needed to achieve some desirable outcome is more 
^ research, mor^ doctors, more technology, more train- 
ing, or more rules. The recent emphasis on required 
continuing medical education of physicians is based 
largely on structural assumptions, ?s is the perceived 
need for more physicians and a different specialist 
mix. 

There are two uses of structural considerations. 
Structure assures that the necessary components of 
the health care system exist and by so doing provides 
a very crude measure of quality. In other words, in 
either/or situations, structure has obvious value. 
Without automobiles there would be no auto acci- 
dents; with no doctors there would be no patients, 
no process, and no outcome. Thus, it is safe to say 
that the quality of health care in the United States ' 
is superior to that in Zaire. The utility of structural 
considerations breaks down when one tries to identify 
how much or how many of something lead to a de- 
fined outcome; studies relating structure to outcome 
have shown, at best, a weak correlation. (81^6) 

In discussing the medical care process, it is neces- 
sary to Jccep in mind that health status depends on 
genetic makeup, environment, and behavior, as well 
as on the medical care process. The medical care 
process is defined by Donabcdian as '*the evaluation 
of physicians and other health professionals in the 
management of patients." (87) It deals with diag- 
nosis, therapy, and all of the things th^. doctors do 
to or for their patients. Process itself can be harm- 
ful, as indicated by the fact that 18 to 30 percent of 
all patients suffer a drug reaction while in the hos- 
pital. 59) 

Process assessment was first proposed in 1933 by 
Lee and Jones (90) y who sought to define those 
components of process which made for good medi- 
cal care. More recently, interest in process has bech"^ 
directed at cost containment. New Jersey Blue Cross 
and the Commission on Professional and Hospital 
Activities have both developed process evaluation 
methods designed to allow individual hospitals to 
compare their handling of certain diseases with the 
techniques used in other institutions. Lewis (91) 
has pointed out the tendency for such methods to 
equate quality with quantity, and Brook (92) makes 
the point that any method which deals primarily with 
medical records, such as process evaluation, may 
conUude erroneously that the quality of the record 

tantamount to the quality of the process. 
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X^Tien a patient consults a physic'^n, there are 
four possible results. 

1. The sick patient can be diagnosed as sick by 
the physician (true positive). 

2. The sick patient can be diagnosed as well 
(false negative). *' . 

3. The well patient can be correctly diagnosed as 
well (true negative). 

4. The well patient can be misdiagnosed as sick 
(false positive). 

False negative and false positive diagnostic errors 
are harmful to the patient: false negatives because 
they miss something which might be treatable; false 
positives because they may frighten the patient for 
no good reason, lead to unnecessary restriction of 
activity or unnecessary surgery, or — depending '^n 
the condition — place a social stigma upon the pa- 
tient. The professional view that false negativ^s^_ 
are worse than false positives, is consistent with the 
history of the medical profession, .which until quite 
recently offered little except diagnostic accuracy. 
Historically, diagnosis has tended to become an end 
in itself, quite separate from therapeutics. This bias 
toward the false positive has long been apparent and, 
constitutes a major problem in assessing quality 
based on process. (93,94) This tendency is aug- 
mented by the limitations of most diagnostic tests. 
For example, if the disease suspected affects 2 per- 
cent of the population from which the patient is 
drawn, even an extremely sensitive test is likely to 
produce false positive results, (95) 

The propensity of the physician to diagnose and 
treat is often reinforced by the patient's desire to 
assume a sick role. Placebo effect alone relieves 
symptoms in about 35 percent of cases (96) and 
favorable feedback from patient to physician en* 
courages further use of drugs which may be ineffec- 
tive in the treatment of a discase-;he patient docs not 
have. Patient feedback too often substitutes for a 
predefined therapeutic end point. In the absence of 
such an end point,, therapeutic effect becomes sub- 
jective and the, doctor's belief in his therapy reduces 
the likelihood that he will suspect drug toxicity. (97) 

False positives confound the medical care process 
by leading to what Dykes (95) calls "uncritical 
thinking," that is, the substitution of clinical opinion 
for knowledge. A disease such as hypertension, 
which depends on defining normal limits, is char- 
acterized by legions of mislabeled patients, both 
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posidve and negative, and even though it is one of 
the most important and most prevalent diseases, 
there is still no adequate process for many of these 
patients! (99) It may be that false positivity accounts 
in part for the tendency of physicians to be overly 
sanguine in prognostic judgments. {100) In addition, 
there arc no process criteria for the common minor 
^ illnesses which account for the vast majority of 
physician visits. [101) The upper respiratory infec- 
tions, upset sfomachs, headaches, trivial 'skin prob- 
lems, and such vaguer entities as fatigue and weak- 
ness lie beyond quality assessment, ilargely because 
they are handlefi by the practitioner without recourse 
to hospitals, and the record keeping of the pjac- 
titioner by and large docs not offer, a data base 
sufficient for evaluation. 

^ spite Qi the limitations, the PSRO concept 

bases quality assessment on process. Tbc use of 
empincal standards derived from usual pi^tice in 
a community is one way to assess process. TJjfifother 
is the establishment of normative standards based on 
explicit criteria developed by panels of experts. 
Neither is free of problems particular to i^^elf and 
both suffer from the false positive bias* discussed 
above. Also, while the more implicit, less rigorous 
empirical approach is more easily attained, it may 
fail to reflect full exploitation of existing knowledge 
and there may be very great regional differences. The 
explicit criteria approach also has some obvious 
drawbacks. ISJ^'failed criteria, which may be un- 
realistic in some geographic areas, also tend to be 
costly in that t\ie procedures specified often require 
expensive equipment. There is also the risk that 
* these procedures will multiply without any propor- 
tionate positive effect on the patient. In both meth- 
ods, errors constituted between and among observers 
a factor of some importance in determining reliabil- 
ity anJ validity. 

Since the purpose of medical care is to maintain 
or improve hcal.lh, the logic in favor of outcome 
measures is overwhelming. Outcome (that is, what 
happens to the patient as a result of medical care) 
is of central interest to the consumer and it is the 
anticipation of outcome benefits which usually leads 
the individual to the health care system \n the first 
place (/02, 103) The great advantage of using out- 
come as a basis for assessment is the fact that it 
takes into account a variety of factors, including 
structure and process. Unlike structure and process, 
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outcome i$ patienf-oriented, .and is strongly influ- 
enced by patient behavior, genetic hiakeup, and the 
sociophysical environment: Genetics is largely be- 
yond manipulative control, and the environmerit * 
issue is more a social policy matter than a medical 
one. 

Unfortunate^ \ the use of outcome measures in 
quality assessincnt is as problematical as the use of 
structure or process. To begin with, the false positive 
bias inherent in aritecedent process tends to inflate 
favorable results by the adding of people who were 
not sick in the first place. Second, it is difficult to" 
identify appr^ppriate measures of outcomcNwhite 
U04) has proposed the so-called 5 D's as units of 
' outcome: death, disease,^ disability,, discomfort, and.^ 
dissatisfaction. FanshcT and Bush {105) prefer prog-\. 
nosis and function, while Burdctte et al. {106) opt \ 
for disease status, symptomatic status, and functional 
status. With the exception of dissatisfaction, Bur- 
dettc's measures are similar to White's but dissatis- 
faction is a most important omission in view of its 
importance in patient behavior. {107, 108) 

The most serious problem with* whichever set of 
measures one adopts relates to their temporal rela- 
tion to process. In other words, when— in time — 
should outcomes be related to process? Thirty years 
may be appropriate but impractical and I year is 
often practical but usually inappropriate. When 
process includes therapy extending over many years, 
outcomes arc confounded by patient behavior. At 
best, compliance rarely exceeds 70 percent; among 
lo»v.incomc groups it usually fails to reach 40 per- 
cent. {109,110) In long-term therapies, compliance 
as !c\v as 20 to 35 percent seems to be common. 
{Ill, IP) If therapy is effective, noncompliance 
can be e .pcctcd to have a negative effect on out- 
come. 0.1 the other hand, ineffective or harmful 
therapies will appear more effective (and even bene- 
ficial) when noncompliance is high. This is a 
neglected area of research, although it is known that 
patients tend to overestimate their compliance. {IIJ) 
The results of a recent study of oral hypoglycemic 
agents suggest that the noncompliant patient is not 
necesrarily the one with the worst outcome. Com- 
pliance is further influenced by structural changes 
such as movement of a facility, increased waiting 
time, and the departure of a favorite physician. {114) 

Brook {115) has pointed out other problems with 
outcome measures. One is the. lack of knowledge of 
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the natural history of most diseases, especially with 
regard to symptoms and disability. Obviously one 
needs to know what outcome would occur without 
process to determine the influence of process. 
Another is the difficulty of obtaining outcome <jata. 
They arc not entered in the patient's record and 
can usually be obtained only through interview. 
Functional status and symptomatic status may be 
difficult to interpret as patient perceptions of these 
are related to sociocultural factors. Finally, there 
is lin ioiportant variant of the time piOblem. Out- 
come evaluation must be based on sTioft-nin Inter- 
mediate outcomes such as lower blood pressure or 
reduced blood sugar. Again, the diabetic drug study 
illustrates the danger of equating short-run success 
with long-term benefits. Starfield (7/6) adds the 
important observation that outcome measures de- 
pend in the end on following patients over time. 
Most Oi the problems relate in some way to this 
difficulty '^n followup. ^ 

The cOLcept of outcome-based assessment goes 
back to Florence Nightingal who utilized compara- 
tive death rates to demonstrate the need for better 
health services in the British Army. (117) Sixty 
years ago, Codman (//fi) suggested that hospitals 
conduct 1 yearly end result assessment of their 
labors which would help them determine what was 
effective and what was not. More recently, advocates 
of prepaid group practice began conducting studies 
relating outcomes to structure to promote the ad- 
vantages of their delivery mechanism. (/ 79-/27) 
Similar studies relating structure to outcomes have 
been carried out comparing teaching and nonteach* 
ing hospitals. (722, 123) These , studies relied 
heavily on death as an outcome measure. 

Appendectomy has been a favorite condition of 
researchers investigating surgical outcomes. These 
results tend to confirm the prevalence of bias in 
favor of false positives. (72^, 1^5) The Professional 
Activity Study (726) report on appendectomy is 
representative. It reported that pathological con- 
firmation of appendicitis ranged from 100 percent 
all the way down to 10 percent among individual 
surgeons and from 30 to 90 percent in different hos- 
pitals. 

Tliese early structure-outcome studies w'^re. all 
relatively straightforward since the vastly compli- 
cated process variable was not considered. In a 
variation of this approach, Williamson would have 
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expert physicians establish hypothetical outcome 
standards against , which actual outcomes would be 
n\easured. Process would be investigated when 
actual outcome compares unfavorably with the out- 
come standards. (727) Repetition of this cycle would 
permit poor process to be corrected and prognostic 
judgment sharpened. Williamson*s approach focuses 
on all determinants of outcome simply by virtue of 
its demands for predetermined outcome standards. 
Because this approach looks beyond the physician 
^ and his technology, it identifies patient educational' 
heeds and must lake Into account sociocultural ele- 
ments as well. It is an attractive approach because 
\l is relatively simple. However, it suffers from ail 
of the problems already mentioned, especially prog- 
nostic inaccuracy. 

Kessncr (J2lS) advocates the use of "tracers." 
A tracer is a condition (for example, hypertension, 
visual disorder, or cervical cancer) which can affect 
function, is easily diagnosed and prevalent, and 
whose natural history can be influenced by a well- 
defined medical care process. In addition, the effects 
of socioeconomic and behavioral factors on each 
tracer should be understood. This is a tall order, 
even for mundane conditions. Nevertheless, tracers 
do permit one to identify the strengths and weak- 
nesses of a particular physician, hospital, or even an 
entire system of healtfi care. They also account for 
the interaction of physician, patient, and both the 
social and physical environments. However, while 
the structural, process, and outcome factors exam* 
med by this approach may be regarded as representa- 
tive of the way all illness is handled, it may well 
be that tracers are not representative of anything 
other than themselves. There is no particular basis 
for the assumption that the level of physician skill, 
structural supports, and favorable outcome apply in 
toto or in part to nontracers. The search for truly 
representative tracers may be long and frustrating, 
although six tracers have been used to the satisfac^ 
tion of Kessn^ and his colleagues. 

Brook favors a more complex approach which 
relates outcome to both of the essential dimensions, 
of process, diagnosis and therapy. In a nios: im- 
pressive study. Brook (729) used five methods to 
examine each of three medical conditions, hyper- 
tension, gastric or duoden?! ulcer, and urinary tract 
infe9tion. For each disease, he studied process, out- 
come, and process and outcome combined. Each of . 
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these ms analyzed using boih. implicit (empirical) 
and explicit (normative) criteria. According ip the 
method uscd» care was judged adequate for between 
1.4 percent and 63.2 percent of patients, Explicit 
cmteria accounted for the lowest rate of adequacy. 
Implicit criteria proved less severt, but there' was a 
• wide gap between the adequacjiof process (23.3 
percenr) and that of outcome (63.2 pe'rceal) using 
implicit criteria. Interestingly, process was often 
adequate but outcome was adversely aff^ted- by 
deficient foUowup. 

Brook's work points out very ^cleariy the depend- 
ence of quality assessment on the method used. The 
implicit approach process correlated poorly with 
outcome in his experience and there was' much 
variation depending on ihc -liUon. This suggests 
that similar variatjon may be expected to affect the 
tracer approach, implicit or explicit, outcomes left 
much to be desired. This finding is supported by 
Brook's eariicr work on emergency room care. (130) 
Here, care was judged satisfactory only in about 3l 
percent of cases, and the 'Wg problem again was 
poor foHowup. often as s.resdh of patient misunder- 
standing of provider expccWtidns. Starfield (131) 
studied 53 pediatric patients ^ith low hemoglobin 
values and found that half of.thert still had similar 
heinoglobins 6 -months later. Surprisingly, in 24 
percent of the 53 children thia simple diagnosis was 
overlooked altogether. Among those treated, follow- 
up 'again left much room for improvement. These 
studies suggest that fcliowup is the greatest weakness 
in the medical care process, and it is worth a brief 
pause lo observe that followup is a docioNpatiept 
collaboration involving effort on both sides. : 

Figure 3-1 presented a graph which related doV 
tars spent on health lo health status in contemporary 
Amer^ta Figure 3-2 repeats the original curve of 
Figure 3-1 (line. BC) and adds a second curvt 
(line B'O. It may make economists wirice, but it 
attempts to demonstrate graphically that we are try- 
ing through new legislation, new consumer initiatives, 
and nm interest in quality assessment to find our 
way from BC to B'C: in other words', to 'obtain 
more health for the same or fewer dollars spent. 
Moving from the lower to *he higher curve can be 
achieved in a number ot ways:* 



•Two of these, genetiw and environmental manipulation, 
will not be discussed here. 



THE HEALTH.GOAL OF THE UNITED STATES iS 
. TO ADVANCE FROM 8C*T0 B'C' 




DOLLARS SPENT 



BC - Curreht relotionship between heolfh stotus 
ond dollors spent 

B*C*= Poter^tiol relationship between heoith 
stotus ond dollars spent at current tech- 
nological bose. 

X Y = New technology 



• Improving the provider system (that is, the 
efficacy of diagnostic and therapeutic processes 
now in use might be improved through modi- 
fication to reduce followup failure, to reduce 
the use of ineffective therapies, and to reduce 
the rate of jfalsc negative and false positive 
diagnoses). 

* Incorporating the consumer-patient into 'the 
medical care process m such a way that human 
behavior conoplements rather than contradicts 
process. 

♦ Reducing the incidence and prevalence of ma- 
jor chfonic diseases by modifying consumer 
lifestyles and eliminating known disease risks. 

Research discoveries that improve the efficacy of 
the' medical care process would also affect the re- 
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lationship between health expenditures and health 
status The potential effect^ of technologival change 
appears as line XY in Figure 3-2. 

Until very recently, efforts to improve health 
st«*us focused almost exclusively on the scientific 
breakthrough (curyc XY), and the research effort 
this implies has burgeoned in the three decades 
since World War IL Impro\emcnt in process dates 
back to the FSRO legislation of 1972 and the HMO 
Act of 1973 and neither is as concerned with im- 
provement as with cost containment. (132) If this 
were not the case, logic would focus the attention 
of PSRO on outcomes rather than process. Enhanced 
consumer involvement, which involves consumci 
health education, has never been tried on a large, 
coordinated scale. While the idea of hed!th education 
goes back at least to the esiab^'shment of the 
Amcricdn Medical Association in 1847 and profes- 
sional health educators have been trained since 192!, 
onI> about onc haif of 1 percent of the Sj 16 billion 
spent per >ear in health finds its wa> into either 
prevention or health education. (133) In addition. 
State and territorial health departments allocate less 
than one-half of I percent of Iheir budgets to health 
education. (134) 

Improvement of the medical care process, as we 
have seen, requires that process be related to out- 
come. This is difhcuk to achieve because of the need 
to follow patients o^^r long periods of time. This 
problem can be partly overcome by the use of 
person->ears and life table techniques, but perhaps 
the be^t approach is Dne that establishes a defined 
population Prepaid group practices have this ad- 
vantage, but a regional approach to health services 
delivery nii^ht acwumplish much the same thing, pur- 
ticularly in areas ivlth few health care facilities. The 
financial stakes are sufficiently high now to make a 
regional approach attractive and regions are at the 
heart of the PSRO concept. Such regions permit one 
to study a given population and to coitipute various 
rates based on this population denominator. Obvi 
ously, no region will be airtight Since people un- 
doubtedly will cross regional boundaries to seek 
care elsewhere. In spite of such crossovers, hu^cvur, 
regional data are clearly preferable to what is prcs 
ently available. As norms of care evolve under 
PSRO, the regional approach will greatly facilitate 
the identification of outcomes derived in part on 
process within the region. 
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One approach that seems particularly appropriate 
is Blum's suggestion for combining Williamson's ap- 
proach, which he calls "prospective outcome analy- 
sis," with what he refers to as "past-focused ar.aly- 
sis." An expert medical committee for a given 
specialty area selects the most important diseases on 
the basis bf such factors as prevalence, effect on 
function or life expectancy, ability of process to con- 
trol the disease, the costs involved in care, ease of 
diagnosis, and the likelihood that present care for 
the disease is less than optimal. The committee then 
establishes outcome standards and samples actual 
outcomes. Wh^.i outcomes differ significantly from 
sjtandards, a case-by-case review is initiated. An 
effort is, made to identify elements principally re- 
sponsible for the poor outcome, the doctor, the 
patient, the facili.ty, the health care delivery system, 
lack of knowledge, or some unusual element. The 
idea is to pinpoint the lesion in the elements of 
process so that subsequent failures can be prevented. 

Past*focused analysis concentrates on the status 
of the patient when he or she first comes under care 
to identify the determinants of patient status when 
the medical care process begins. Then an expert 
committee again identifies the most important con- 
ditions and samples a number of cases to identify 
failure of one or fnore of the process elements, 
enumerated above^. Having identified the source or 
sources of outcome failure, the committee next 
attempts to eliminate the problem. 

While this prospective-retrospective approach is 
subject to most of the problems encountered in 
quality assessment, its strength lies ia its abihty to 
identify and perhaps correct problems in areas often 
regarded as peripheral the medical care process. 
Strenuous efforts to reduce costs through PSRO, 
HMO, and, no doubt, other means yet to be devised 
might greatly reduce the inputs of the medical care 
process. Instead of too much surgery we might find 
ourselves with too httle, overutilization of hospitals 
might be replaced b> underutilization. Needless to 
say, we seek instead a golden mean without being 
able to separate precisely the excessive from the in- 
sufficient. The prospective outcome anal>sis Blum 
suggests would begin to relate outcome and process 
in a manner wjhich would get increasingly precise 
over time. The boundaries between too much and 
too IiUlc would become increasingly clear, as would 
the role of particular kinds of patients in producing 
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particular outcomes for specific diseases. Meanwhile, 
past-focused analysis points out not only the success 
and failures of past encounters with the structure 
and process of medical care but also helps clarify 
the influence of the patient in determining his own 
outcome. 

With the exception of surgical patients and those 
who are anesthetized, comatose, or otherwise acutely 
ill, the physician's effect on outcome is dependent on 
the ability of the physician to influence patient be- 
havior. U36) This complicates the study ol process 
because physician researchers tend to separate the 
hard data from laboratory tests, electrocardiograms, 
and drug trials from the soft data of behavioral 
studies (for example, patient compliance). Most 
physician researchers are uncomfortable with soft 
data, which ihey regard as the province of the social 
scientists. We have already seen that compliance 
becomes a particular problem when the therapy is 
complex or must be continued indefinitely or over 
extended periods of time. Even the best of drugs is 
ineffective if not used or if used improperly. Unfor- 
tunately, the response of physician? to the compli- 
ance problems is unsatisfactory. {137) Having diag- 
nosed and prescribed, the physician often feels that 
compliance is someone else's responsibility. But 
whose if not his? Davis found that 67 percent of 

' senior physicians regarded noncompliance as result- 
ing from an "uncooperative personality." Only 26 

^ percent felt that the doctor was responsible, or, pre- 
sumably, that compliance was i physician responsi- 
• bility. {U8) The great advantage of Blum's com- 
bined prospective-retrospective approach to quality 
assessment is {hat the deiejrmination of outcome is 
focused on the patient. 

Wlih norms of care and defined populations, 
either through HMOs or regionalization, Blum's 
method seems well suited to pinpoint and correct 
other important failings ^f the medical care process, 
ior example, followup inadequacies and the false 
negatives and false positives arising from inaccurate 
diagnoses Indeed, the past-focused approach pro- 
vides an opportunity to identify those false negatives 
of previous process encounters and to get some idea, 
of how these people will do with the v/rong therapy 
or with no therapy. 

In spite of physician hostility to the notion of, 
quality assessment {139) and negativism about 
PSRO, the pressure of consumerism will make it 



extraordinarily diflBcult to dilute the impact of this 
legislation. Public knowledge of norms and criteria 
alone will generate new consumer interest and result 
in new pressures on medicine. Eventual insistence 
on outcome measures seems inevitable. What we 
have to recognize is that the physician-consumer 
complex is the core of the medical care process, and 
together they constitute the unit of production of 
outcome. What is missing in the present situation is 
the crucial idea that the consumer usually has more 
control over his health than the physician. The 
dissemination of this notion and the related idea 
that one's health is primarily one's own responsibil- 
ity will emerge more clearly once outcome measures 
have been adopted. 

The more the consumer knows, the more likely he 
is to cooperate with the physician, not only in a com- 
pliance sense but also in terms of increasing the 
efficiency of the medical care system. The publica- 
tion of outcome studies and their coverage in the 
mass media will do much to dispel unduly optimistic 
or pessimistic expectations of the medical care 
process. In addition, norms and criteria of care that 
differ from region to region will gradually be altered 
to resemble the norms that correlate best with out- 
comes. If the prospective-retrospective method is 
used, there will be no question of the importance of 
patient behavior as an outcome determinant. Public 
awareness of results of this kind is so important that 
new norms* that are expected to result in better 
outcomes should be reviewed in terms of the ability 
of the media to disseminate to the consumer the 
information he needs to benefit fully from improve- 
ments. News media should be given information re-* 
lating to susceptibility and seriousness of various 
illnesses, as well as what medicine has to offer.* 
Since patient behavior is largely a trade-off between 
perceived benefits and perceived barriers, this kind 
of information is important to compliance. {140) 

Unlike the automobile, medical care is pfoduced 
in immediate proximity to the consumer, so much so 
that the process, becomes a part of his experience. 
The consumer is not only part of the unit of produc- 
tion, he is in fact the product of a **consumer-inten- 



* Diseases largely beyond medical control would be ap* 
proached from a preventive standpoint or ignored. Ability to 
control the disease is one of the factors Xo be considered in 
identifying important diseases. 
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sive" process. (141) Once the consumer is sc re- 
garded and so regards himself, some of the hostility 
to clinical trials may disappear, at least in cas'^s 
where the standard therapy leaves much to be de- 
sired. For example, the prognosis in operable car- 
cinoma of the lung is very bad and for inoperable 
cases even worse. (142) Cochrane perhaps sa^s it 
best: 

Such trials would necessarily involve denying the rou* 
tine procedure to half a group of patients and at thts 
stage are nearly always termed unethical. It can he 
argued that it is ethically questionable to use on patients 
a procedure where value is unknown » but the answer 
is that it is unethical no: to do so if the patient will ^ 
otherwise die or suffer severe disability and there is no 
alternative therapy. (143) 

As the limitations of ipodern medicine become 
more apparent with the use of outcome measures, 
the coiisiimer*s stake in better outcomes will make 
him more tolerant of the clinical trials necessary to 
optimize therapeutic results. After all, ineffective 
science is nothing more than ritual mysticism masked 
by technical jargon. Indeed, it is the high 'cost of 
ineffective therapies that aroused consumer interest 
in the first place. Other costly but perhaps ineffective 
therapies should also be subjected to clinical trials. 
Psychotherapy and psychpanalysis would seem to be 
prime candidates, in part because of cost and in part 
because the psychiatric literature is already largely 
popularized and nonpsychiatric professionals and in- 
deed nonprofessionals as well feel increasingly com- 
petent to administer its techniques. (144) 

Emphasis on outcome implies changes in struc- 
ture as well as process. A specific desirable outcome 
or group of outcomes js a consumer-oriented objec- 
tive m that attention must be directed to the clientele 
to be served. An outcome is a central objective 
around which various existing disciplines can be 
organized. Clinical medicine, epidemiology, admm- 
istration, biomedical research, medicai care research, 
behavioral science, and health education can all 
relate to a common problem requiring a multidisci- 
plinary solution. Over time, this kind of close col- 
laboration might lead to more or less permanent 
multidibciplinary task force structures which would 
seriously chalienge the existing departmental organi- 
zation of hospitals, medical schools,.and other htalth 
institutions. 

Will the informed conj>umcr transform himself 
into an educated patient? Given outcome emphasis 



and the central nature of the patient role, the phy- 
sician has an interest in educating his patients, and 
the patient can see clearly how compliance is in his 
best interests. Sehnert (7^5) stresses the concept of 
the "activated patient," by which he means people 
who are specifically trained to meet the simple health 
hazards of everyday life, including use of such basic 
instruments as the stethoscope, otoscope, and sphyg- 
nomanometer. He reports that such patients are high 
compliers. Etzwiler has developed a written contract 
between doctor and pafient in the treatment of dia- 
betes. Each knows what to expect of the other and 
Etzwiler (146) reports a compliance rate of 62.5 
percent using this method. Both of these devices 
involve patient self-selection, but in spite of this bias 
each represents an innovative approach to involving 
thr patient in his own care. Healy (147) reported 
that preoperative patient instruction resulted in 
earlier discharge when compared to those not so 
instructed. Patient education is also reported effec- 
tive in reducing postoperative narcotic use, in de- 
creasing emergency room utilization, and in reducing 
total hospital admissions, (14S-150) Results of 
this kind have aroused the interest of third party 
payers such as Blue Cross who view patient educa- 
tion as a potential cost-cutting technique. (151) 

Interestingly, it is at least conceivable that the 
alliance of physician and consumer around out- 
comes will redound to the disadvantage of the in- 
surance carriers. Outcomes represent an effective 
defense against cost-cutting third parties because 
process is derived from outcome and is less subject 
to arbitrary regulations intended to discourage utili- 
zation. PSROs may be a case in point. PSRO is a 
manifestation of consumerism. The same politicians 
who voted for this legislation will have difficulty 
resisting demands from consumer and physician for 
more services as long as these are firmly based on 
outcomes. PSRO is thus a potential point of collision 
between the .cost-effective approach and political 
reality. Prepaid group practice will also have ^ to 
prove itself. The old outcome-structure approach is 
obsolete. 'Only outcome measures related to process 
and patient behavior will enable one to judge whether 
the lower costs of such prepaid group practice rep- 
resent an acceptable level of quality. The alliance 
between physician and consumer will be greatly 
facilitated b> national health insurance which will 
go far to remove cost as a matter of contention. 
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The fundamental difficulty which has plagued con- 
sumer health education since its inception is that 
it has always lacked a specific ^tie-in to process, the 
mainstream of medicine. Outcome measures bring 
such education into process and provide a field for 
productive research: the further elucidation and 
quantification of ^ the effect of education on process 
and thus on outcome. Consumer health education 
has no meaning and no direction in the absence of 
quality assessment based on outcome measures. 
Quality assessment is the very basis of health educa- 
tion. The content of health education is, therefore, 
behavior known to be beneficial through outcome 
measures. The context of health education is that 
health services structure which best integrates con- 
sumer health education into the medical care process. 
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A STRATEGY FOR HEALTH 
EDUCATION 



• "Education is civil defense against media fallout.** 
— Marshall McLuhan, Understating Media 

An underlying premise of this monograph is that 
in the future, individuals will hhve to accept greater 
responsibility for the maintenance of their own 
health. To that end, we have stressed the positive 
potential of television jn the development of con- 
sumer constituencies for health and in consumer 
health education (see Chapter 2) and the importance 
of the development of a base for consumer-provider 
collaboration (see" Chapter 3). Specific recommen- 
dations for the achievement of enhanced individual 
consciousness and responsibility for health include: 
I . Development of a system of product endorse- 
ment to maximize the potential of television 
advertising as a source of positive consumer 
health information. 
2 Inclusion of therapeutic outcomes in the stand- 
ards used to judge medical care quality as a 
means of including the patient-consumer 
directly in the evaluation and assessment of 
care."^ 

This final chapter draws upon the previous discus- 
sion to specify a strategy for consumer health edu- 
cation based on the cunenl and projected lifestyle 
and health status of the American people. 

Until very recently, health education efforts v^ere 
directed toward the recognition of symptoms and 
signs as cues to be followed by consultation v.ith u 
physician. The now-famuu^ "^cvcn danger signals" 
of cancer exemplify this approach. The television 
campaign against smoking, on the other hand, rep- 
resents an attempt to alter behavior. As such, it 
emphasizes what the individual can du for himself 
rather than what the doctor can (or perhaps cannot) 
do once illness occurs. Efforts of this kmd to develop 
enlightened self-reliance are well suued to the con- 
temporary climate of consumerism. 

How is such enlightened self-reliance to be 
achieved, especially with regard to the hard-to-reach 
low-income groups? The entire consumer movement 



is a -jniddle-class .phenom<mon and -middle^fclass 
people have access to injcirmation from each other, 
from private practitioners, from print media, and 
finally, from television. However, as we have seen, 
lower-income ppople rely priraarily on television 
and verbal communication for information. Infor- 
mation transmitted vei^ally may\^ incorrect or 
distorted by cultural differences whUc television is 
a double-edged sword: It\^is a source of information 
and misinformation, and\the poorly educated arc 
more likely to believe thfe latter than- arc better 
educated persons. \ 

The following objectives must be realized if wc 
are to have self-reliant health consumers. They arc 
designed to^yeinforce and augment the community 
of interest concerned with health and to build a 
broader constituency for consumed: health education. 
They are equally applicable to all. segments of the 
population, bu^ in the following discussion, emphasis 
is placed on ways to meet these objectives among 
low-income people. 

The first objective is to insulate ifte provider and 
the consumer against misinformation. The health- 
care provider must search for ways to promote the 
diffusion of information on both new and established 
therapeutic modalities to assure that medical prac- 
tice incorporates the most efficacious therapies and 
discards those found to .be less effective. While 
PSROs will probably eliminate gross faults, it is 
likely that prevalent but ineffective therapies will 
become part of regional criteria. Indeed, one of the 
greatest dangers of the PSRO program lies in the 
tendency for norms and criteria to become rigidly 
fixed, committing all member practitioners to cer- 
tain therapies which may prove ineffective or harm- 
ful Guarantees against malpractice when norms are 
followed will produce still more rigidity by making 
the threat of malpractice action part of the cost 
of Innovation. The effect of practice patterns on 
consumer health education is of major importance 
because the consumer will evaluate his own care 
in terms of the same norms used by the physician. 
By insisting on rigid norms, the consumers m«?y be 
induced to act unwittingly against their own best 
interests In other words, norms which do not pre- 
scribe the most effective therapies may in themselves 
become sources of consumer misinformation. 

For the consumer, however, a more important 
current source of misinformation is advertising 
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which encourages dietary habits leading. to obesi^ 
and alherogenesis, promotes the use of drugs for the 
most trivial of complaints, and reinforces cigarette 
smoking and alcohol consumption as nighly desirable 
social norms. Health-related television program- 
ming, too, is an important source of inaccurate 
factual information, especially for children, who 
often fail :o make a distinction )et\ycen commercial 
messages'^'and program content. 

To encourage children to thinic more about what 
they sec on television, we should\nclude thr study 
of television commercials and television programs 
as part of new school health curricula. Health- 
related programs should be presented for classroom 
discussion of the questions they raise. Are most phy- 
sicians like those portrayed? Why can't real physi- 
cians spend all day with a single patient as they do 
on most television medical dramas? What could the 
patient on this show have done to prevent illness? 
What prevents the patient from taking medicine? Dq 
real-life male doctors fall in love with their ^ying 
• female patients'^ SimilarK, the study of comnitrcials 
would explore the content oMelevision advertising. 
Does the phrase "helps prevent cavities'' mean the 
same thing as "prevents cavities"? What doc^i it 
^ean that product X "works to help prevent dan- 
dnifl"'^ What does "fortified with twice as much 
vitamin D'* mean*^ Is twice as much of something 
alwa>s good*^ Have women leally "come a long way, 
baby"? If they have, what does it have to do with 
cigarettes'' Should you be impressed that "Certs con- 
tains a sparkling drop of retsyn"? Is it a good thing 
that "Anacin (contains) twice as much of the pain 
reliever doctors recommended most"?* 

The Anacin aJ is illustrative of the kind of dis- 
r^<*;sion one can develop around a commercial. The 
ad is pure noninformation. Man> Juidren would 
know that the "pain reliever" in question is aspirin. 
What is unidentified, however, is that product which 
contains onl> half the aspin? in Anacin. The impli- 
cation is that this unfortunate product iS a rival pain 
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reliever, but this is not stated. The product could be 
a bar of soap or a box of cereal; we arc never told. 
Having examined the ad, the class could proceed 
to examine the product and discuss analgesics and 
their use. Rival claims could be studied to point out 
thfc absurd.iy of it all. Anacin contains twice the 
pain reliever doctors recommend, most, but why 
should doctors recommend it if Excedrin has "more 
pain reiiever (and] more total strength than any 
other leading tablet"? Arthritis Pab Formula may 
DC "the doctors' choice," but for 23 years St 
Joseph Aspirin for children has been "trusted by 
mor^ mothers and more doctors." 

Advertisements can be juxtaposed in the class- 
room with some of the better programs dealing with 
health, such as the much-maligned "Feeling Good" 
or almost any of the program series developed by 
Tandem Productions (for example. All in the Fanv* 
ily, Maude, Good Times, and Sanford and Son\. 
Various individual shows in these series have dealt 
with health subject'?, including mental health, vener- 
eal disease, breast examination, and hypertension. 
WTiile these shows are primarily entertainment, they 
portray people irying to cope with common health 
problems and are both informative and accurate in 
handling the fear, ignorance, and denial which so 
often prevent beneficial health behavior. If the health 
product endorsement idea became a reality, these 
programs would provide additional points of com- 
parison with usual advertising practice. 

This approach to school health education has the 
advantage of building on knowledge the child pos- 
sesses when he or she first enters the classroom. It 
proceeds tc develop a meaningful education process 
frcm a central event relevant to the lives of virtually 
all American children (that is, television). The 
idea is not so much to put information into \ pre- 
viously' unused head, but to rearrange and reorder 
what the child already knows. With almost 17,000 
autonomous school districts in the United States, 
universal implvmentaiion of this approach may be 
impossible, but if it v/ere successful ip a few places, 
it would perhaps spread to others and possibly exert 
considerable influence. 

The second objective is the demonstration and 
reinforcement of preventive behavior. Preventive be- 
havior may be general, as in physical fitness, or 
specific, as in not smoking, using prescribed medi- 
cation, or moderating alcohol intake. The purposes 
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of preventive behavior are to reduce mortality, mor- 
bidity, disability, and costs to individuals or to 
society as a whole, as well as to increase consumer 
satisfaction. Any of these is sufBcicnt justification 
for attempting to reinforce preventive behavior. 

There is little to distinguish behavior that benefits 
the general population from that which benefits at- 
risk groups. For one thing, the dividing Ime between 
general and at-risk is often blurred. In general, the 
poor are at greater risk for most of the chronic 
diseases, but the affluent are far from immune. In 
addition, the demonstration of preventive behavior 
is reinforcement for those who alrcadiy behave in a 
preventive manner and instructive for those who do 
not. 

Finally, the most beneficial of behaviors is per- 
haps the most general. Numerous studies have shown, 
for example, that the number of years of formal 
schooling is the most important correlate of good 
health. (7-5) It is not known whether this dif- 
ference is accounted for by specific knowledge 
about medicine and health or by general knowledge 
and ability. However, until more is known about 
this relationship, those whose concern Is health can 
do little but continue to promote the kinds of specific 
behaviors which can be expected to have a preven- 
tive effect on specific diseases. 

The key to reaching the poor and the less well 
educated with information about health seems to be 
face-to-face transfer of information and the provi- 
sion of role models. The available resource is the 
underutilized army of nearly 3 million low-level 
service and clerical workers in the health industry. 
These people receive little or no training from their 
employers (overwhelmingly hospitals) and their 
knowledge of health and personal health practices 
closely resembles that of the low-income population 
from which they come. Yet they are ^ften regarded 
by their peers as repositories of useful health infor- 
mation. If, in fact, they had such information, they 
might become a potent positive force for health, 
particularly when supplemented by television cover- 
age, hralth news, and the type of television -based 
school health program described above. 

A formal, brief training, program for all service- 
level employees should produce a large number of 
rather effective health educators at the grass-roots 
level Even the rapid turnover of such personnel is 
not a loss since it results in the production of larger/% 



and larger numbers of more informed individuals 
who can be expected to have a beneficial effect on 
their communities. From the hospital standpoint, 
it is logical to assume that this minimal involvement 
of unskilled personnel will pay dividends in terms 
of better service and better patient care. 

Workers should be encouraged to enroll in ad- 
vanced coui^, several of which would make the 
employee eligible for a certificate conferred by the 
hospital, providing recognition of growing health 
knowledge. The course work need not be complex; 
creative use of audiovisual techniques would enable 
the hospital to provide such training at modest cost 
and effort. Courses should stress the recognition of 
relevant antecedent behavior 'as well as signs and 
symptoms'of the more important problems such as 
heart disease;, cancer, stroke, accidents, diabetes, 
cirrhosis, and hypertension, and suggest ways that 
they can be avoided. The employees should be 
trained to take blood pressure readings, to use the 
thermometer, to understand the dangers of accumu- 
lating drugs from past illnesses for future use, to 
recognize common accident hazards around the 
home, and to appreciate the advantages of prenatal 
care. The list is not complete, but illustrative. Pre- 
ventive, rather than medical, care should be stressed 
and the course should be designed to make the 
trainee a pro''el>te to the importance of preventive 
health behavior anJ notion of personal health 
responsibilit>. It is expected that these "converts'* 
would, jn turn, proselytize their peers. 

Along the same lines, existing ideas and con- 
sumer achievements should be used a' the basis foi 
new approaches in heailh education. The trend to 
do-it->ourself medicine should be encouraged rather 
than discoui'dgcd. and existing patients' bills of rights 
should be usejj to introduce the idea that the rights 
of patients ar^ close Jy related to the obligations of 
consumers to preserve their own health. Do-it-your- 
self medicine is far more than training people in the 
techniques of cardiopulmonary resuscitation and first 
aid. It implies not only self-medication but self- 
evaluation and personal risk assessment. In addition, 
do-it-yourself medicine is easily extended to family 
units in which one individual, most likely the mother, 
assumes the role of health ^Jviser. This role is 
dlread) well established but pooriy formulated in 
many households. Concurrent developments such 
>as the training of more family practice physicians 
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and the public availability of medical care norms 
and criteria should further encourage the do-it-your- 
scff movement. Obviously, endorsement of beneficial 
products by a blue ribbon health body would also 
have a stimulating eSect. 

Major impetus to self-medication and self-assess- 
ment might be expected from the continued develop- 
ment of health maintenance organizations, but the 
role of these prepaid group practice plans is far 
from certain. Existing legislation permits .only fed- 
erally certified HMOs to advertise regardless of 
State laws. However, the incentive to keep patients 
healthy is a part of all prepaid group practice plans, 
and HMOs should be free to adve'rtise. Such adver- 
tising should stress health education and self-assess- 
ment. Local television and newspaper ads arc rela- 
tively inexpensive and provide media channels to 
middle- and low-income people alike. HMO ad- 
vertising could be an Important mechanism for the 
effective use of media in promoting health. 

The ability to deal with the aches and pain^ of 
evcryda> life and the ability to use medical care in 
a more appropriate and effecUve manner are the dual 
goals of existing attempts to educate the public in 
self-medication and self-assessment. The former is 
stressed in Sehnerf's "activated patient*' idea while 
the latter seems to underlie the contractual approach 
of Etzwiler and the health hazard appraisal tech- 
nique of Robbins. Each of these approaches 
is presently oriented heavily to middle- and upper* 
income people. Indeed, the idea of self-asscssmeni 
is piobably more applicable to the affluent than to 
the poor because it involves a financial outlay ($85 
for Sehnert's (jourse). a future orientation, and a 
propensity to recognize symptoms and signs at an 
early stage Self-assessment might be promoted 
among the poor by the inculcation of the idea of 
self responsibility in lower-level hospital employees. 
A formal course might begin with a variant of the 
advertising approach to school health, pointing out 
the limitations of drugs and leading to a discussion 
of the limitations of modeni medicine. The inr.por 
tance of preventive behavior becomes apparent once 
the limilat'ops of medicine are understood. Again, 
this indirect use of media is i.mp^^rtant because it 
assures that the course will proceed from a data 
base shared by all taking it. The emphasis of con 
sumerism on outcome measures will serve to publi- 
cize the importance of collaboration between doctor 
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and patient and emphasize the crucial role of the 
patient in the production of health. Admittedly the 
diffusion of these concepts among the poor will be 
slow, halting, and perhaps never as complete as 
health workers might hope, but it musti be remem- 
bered that consumer health education is more a 
journey than a destination, and slow progress should 
not be used as an excuse to abandon the effort. 

Although the idea of health education can be 
found in Platoj it should be regarded in. contempo- 
rary America as a part of the consumer^movement. 
The activities described in this chapter a|-e designed 
to expand the community of interest focused on 
health ar^d medical care and help achievp the third 
objective, (fie general support of the consumer move- 
ment for heqtih education. The need for consumer 
support reflects the need for political power to 
achieve conditions favorable to health education. 
Thib is due to the, fact that many of the concerns 
of health education lie within health but outside of 
medicine Control of nand guns, for example, would 
reduce the incidence of ^lomicide. but pass^age of gun 
control legislation would require the support of a 
constituency big enough to counterbalance the power 
of the gun lobby. Health providers cannot do it 
aloae Similarly, it would be helpful if restaurants 
listed the calorie content of variou*. menu items, but 
restaurants ^ould probably be reluctant to do so 
without public pressure. It is fine to advocate physi- 
cal fitness as sound health promotion but where 
arc the facilities to come from that will permit people 
CO exercise** The bike paths, jogging trails, and skat- 
ing can be obtained only through legislative 
action prompted by consumer pressure 

The same kind of provider-consumer cooperation 
Will be needed to overcome special interest opposi- 
tion to health-related legislation. For, example, if 
the antismoking campaign were to be reinforced by 
the imposition of higher taxes on cigarettes, or if 
pressure were needed to assure third party reim- 
bursement for paiienl health education, the pohtical 
process would-r^l^uijc data on which to ba;>w deci- 
sions and a poi^tiCH] base sufficiently strong to resist 
the tobacco comp na^. msuranvc carriers, and rival 
claimants fur research qionies. The health profes- 
sional would provide ^he f\rst. ihc consumer move- 
ment, the second. A ca6e in ppint is the controversy 
over what will and will not be publically disclosed 
under the PSRO legislation. Organized medicine 



A'n o 



Strategy for Health Education/ S9 



would prefer minimum disclosure of data generated 
under PSRO. The American Public Health Associa- 
' lion (APHA) favors full disclosure, but it cannot. 
)uccced alone. With the support of the consumer 
movement, however, full disclosure eventually will 
be secured. In this situation, the support of APHA 
legitimizes the consumer position by reinforcing it 
with the weight of expert opinion. 

Elsewhere in this monograph we have discussed 
the problem of the use of mass media for purposes 
of health education and have noted that health 
promoters are financially overwhelmed by the adver- 
tising industry. The root of this prcblem is the 
financial structure of the broadcast television indus- 
try. Under the present system, advertisers — either 
directly through sponsorship or- indirectly by de- 
manding the largest possible audience for their 
prime time advertising — exert a great deil of influ- 
ence over television programming. Broadcasters fear 
small audience shows, even when sponsored, because 
once viewers switch to another channel, they may not 
leturn for hours, or even days, and the ratings for 
subsequent shows will suffer. Even the noncommer- 
cial Public Broadcasting System is not immune to 
this pressure. Although they accept no ads, the edu- 
cational channels cannot afford to run shows that 
do not appeal to their upper middle-class viewers. 
Loss .of viewers to the networks jeopardizes the 
grants-in-aid that keep chese channels in business. 

Material that provides health information and 
demonstrates beiteficial health behavior often is kept 
off the commercial networks because of low au(?]ence 
appeal and sometimes because of content offensive 
to potential sponsors. At the same time, shows like 
"Feelmg Good,*' which should reach a low-income 
audience where its message is most, needed, fait 
on public television because the poor arc not watch- 
ing; affluent, well-educated people who do watch 
find the approach patronizing. 

It has been suggested that the interest of health 
education and other consumer causes wuuld be well 
served by the passage of legislation prohibiting 
sponsors from specifying where and when their ads 
will appear during a day's programming. (9) This 
may be impractical, for a number of reasons, but 



it seems clear that some way must oe found to reduce 
the influence of advertising ovef programming, or 
at the very least to make sure that television com- 
mercials arc factual and free of distortion. This 
would make it easier to fulfill television's potential 
as an educational tool and would benefit the con- 
sumer in ways quite unrelated to health. The achieve- 
ment of such change requires the collaboration of 
many consumer interest groups to solve a common 
problem. Similar collaboration in the past has pro- 
duced long-term alliances of health providers with 
the forces seeking to reduce poverty and improve 
public education. Sustained efforts will be needed 
to achieve these objectives, and, while both would 
confer major benefits on health, neither is the ex- 
clusive concern of health providers. 
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